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NEW EDITION—THE SIXTH 


TODD & SANFORD’S CLINICALD! AGNOSIS 


For this new (6th) edition the authors have carefully revised each chapter of the book, a task which demanded 
considerable rearrangement, rewriting, and the addition of many new advances in clinical pathology. The work 
is really a clinical pathology, with chief emphasis laid on methods and microscopic morphology. 
Exact technic is given—the precise procedures to follow right down to the smallest detail. There is an important 
section on the use of the microscope, its parts, how to prepare the material, make slides, and interpret findings. 
Blood chemistry, of course, is given a full presentation. The examination of the duodenal contents, tests for 
acidosis and other underlying principles, liver function tests, renal function tests, and all laboratory procedures 
in every division of clinical pathology are disc 

In this book students and practitioners will find a presentation of clinical pathology which will constantly come to 


their aid. 
By zone CAMPBELL TODD, M.D., Professor of Clinical Pathology, pera: ad of gto | and AR 


THUR H. 
FORD, M.D., Professor of Clinical Pathology, University of Minnesota (The Mayo Foundation). Octavo of 
Cloth, $6.00 net. 


782 pages, with 348 illustrations, 29 in colors. 
Send orders to 


New Orleans J. A. MAJORS COMPANY Dallas 
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New (8th) 


Whitman’s Orthopaedic Surgery 


IXTY-EIGHT pages and seventy-seven illustratioris have been added to this thoroughly revised edi- 

tion. Comparison with the first edition (1901) strikingly demonstrates the great advance in scope 
and method of this branch of surgery. With each issue this work has gained in interest and authority as 
exemplified by the recent dictum of The British Journal of Surgery: “Whitman’s ‘Orthopedic Surgery’ 
remains in spite of recent rivals the most complete text-book on the subject, valuable alike to student, 
practitioner and specialist.” 

As the majority of the deforming diseases are first cared for by the general practitioner, Dr. Whit- 
man has taken great pains to demonstrate methods of systematic physical examination that lead to early 
diagnosis and so to explain the relation of causes to consequences as to indicate in natural sequence the 
principles of preventive treatment. Emphasis is laid on the early development of practical reconstruction— 
the treatment of the patient as well as the disease or disability. 

All new appliances are described and recent refinements in operative technic, including the many 

original contributions of the author and those of Smith-Peterson, Verrall, Hibbs, Edwards, Gallie, Girg- 
oloff, Platt, Lance, Hey Groves, Finney and Hughson, Lorenz’s bifurcation operation, etc. Some of the 
newer material will be found on Peroneal Atrophy, Infantile Paralysis, Kienbock’s Disease, Kohler’s 
Disease of the Head of a Metatarsal Bone, Periarterial Sympathectomy, Osteotomy and treatment of . 
Club-foot in adults. Certain procedures that have become standardized, notably astragalectomy and 
backward displacement of the foot, the abduction treatment, etc., have been described in detail, and the 
chapter on Collateral Orthopaedics has been expanded to fittingly supplement the bibliographical, anatom- 
ical and clinical data that have made this such a popular reference book. 
By ROYAL WHITMAN, M.D., M.R.CS. (Eng.), F.A.C.S., Surgeon to the Hospital for the Ruptured 
and Crippled; Consultant to St. Giles and St. John’s Guild Hospitals, to the New York and Darrach 
Homes for Crippled Children, to the Polyclinic Hospital, to St. Agnes’s Hospital, Westchester and to the 
Shriners’ Hospital at Montreal, to the New York State Board of Health and to the State Department of 
Labor, etc. Octavo, 1061 pages with 954 engravings. Cloth, $10.00, net 
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BARD-PARKER KNIFE 


True Economy 


HE complete set of Bard-Parker Knives covers 
a wide range of surgery. It saves you the cost 
of buying a variety of ordinary scalpels and elimi- 
nates resharpening. Three styles of handles fitting 
eight styles of blades to choose from. Twelve new 
keen blades for the cost of one ordinary scalpel. 


No. 4 handles—$1.00 each. Blades—half-dozen 
of a size per package—$1.50 per dozen. 


Bard - Parker products sold direct to consumers 
through authorized Agents—located in principal 
cities of the United States and Canada. 


Set No. 105 


One No. 4 handle and six 
each of Nos. 20, 21, 22 and 
23 blades in leather case— 


$5.75 


BARD-PARKER COMPANY, INc. 
150 Lafayette Street. New York, N-Y. 
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LIPPINCOTT BOOKS 


PRACTICAL BOOKS 


VAN LEEUWEN—Allergic Diseases 4.00 


Covers diagnosis, relation of allergy to anaphylactic shock, search for causative agents 
of allergic diseases, etiology of bronchial asthma, therapy ‘of allergic diseases. 


CRAIG—A Manual of the Parasitic Protozoa of Man 7.00 


Covers every fact of real importance that is known regarding the various protozoan 
parasites responsible for the malarial fevers, amoebic dysentery, sleeping sickness, kala- 
azar, tropical ulcer, Chagas disease and other serious infections. 


KARSNER—Human Pathology 10.00 


The book is confined to human pathology, and interweaves functional and clinical phases 
with the pathological in such a manner as to provide unity of thought and interpretation. 


HENDERSON—Experimental Pharmacology Second Edition 7.00 


Approaches the subject from the physiology of each organ and its pathological condi- 
tions, showing how its functions may be altered by certain remedial agents. 
Translated from the Seventh German edition by Meyer and Gottlieb. 


INTERNATIONAL CLINICS Yearly 12.00 


The cream of practical medicine and the most recent opinions thereof, as illustrated by 
the bedside teachings of the best clinicians of both continents, is shown through clinics 
by the ablest teachers of the leading medical colleges. Post-graduate instruction 
brought to your desk at least cost. 


U. S. PHARMACOPOEIA 4.00 NATIONAL FORMULARY 3.50 


Tenth Decennial Revision Fifth Edition 


By authority of the U. S. Pharmaceu- 
tical Convention. The Food and Drugs 
Act makes this the “law of the land.” 


MONTAGUE—Modern Treatment 


of Hemorrhoids 5.00 


Discusses symptoms, pathology, diag- 
nosis, etiology and the many different 
forms of the disease, giving every 
known treatment—palliative, opera- 
tive, the use of radium, and electrical 
and injection methods. 


Contains preparations of non-secret, 
unofficial character commonly pre- 
scribed by physicians. 


U.S. DISPENSATORY 15.00 


21st Edition 
The general arrangement which has 
proven so useful in the past has not 
been materially changed, but the ex- 
tensive additions and _ corrections 
amount almost +o a complete rewrit- 
ing. 


J. B. LIPPINCOTT COMPANY, PHILADELPHIA, PA. 
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Macmillan Announces: 
THE OPERATIONS OF SURGERY 


R. P. Rowlands, O.B.E. 
M.S. Lond., F.R.C.S. Eng., Surgeon to Guy’s Hospital; Lecturer on Surgery to the Medical School 


Philip Turner 
B.Sc., M.S. Lond., F.R.C.S. Eng., Surgeon to Guy’s Hospital; Lecturer on Surgery to the Medical School 


Seventh Edition—Two Volumes, $24.50. Thoroughly Revised and Largely Rewritten 
with 900 Illustrations (42 in Color) 


This work, long famous as Jacobson, Rowlands and Turner, has, after the death of Dr. Jacob- 
son (the original author), been thoroughly revised and brought up to date. Evidences of 
Jacobson’s gifts as teacher, surgeon and writer are apparent throughout and with the new 
material brought to it by the present authors, the work takes front rank as a “new surgery.” 


Volume I 
Part I. Operations on the Upper Extremity 
Part II. The Head and Neck 
Part III. Operations on the Thorax 
Part IV. Operations on the Lower Extremity 
Part V. Operations on the Vertebral Column 


Volume II 
The Abdomen 


A Problem in Daily Practice 


THE CAUSE AND CURE 
OF SPEECH 
DISORDERS 


By 


James Sonnett Greene, M.D. 
Director of the National Hospital for Speech Disorders 


and 


Emilie J. Wells, B.A. 


Supervisor of the National Hospital for Speech Dis- 
orders ; Formerly Supervisor of Speech Improvement 
in the New York City Schools. 


Cloth, 8vo, 458 pp., $4.50. 


Impressed by the inability of the majority of people 
suffering from speech defects to cooperate properly 
for their relief, the author has explained in every- 
day language the causes and cure of abnormal speech 
and voice disorders. He treats exhaustively such de- 
fects as stuttering, stammering, and abnormal voice 
conditions. 


The discussions as to underlying causes, carry the 
reader into the interesting realms of psychology and 
neurology, whilé the actual treatment laid down for 
the cure of the conditions makes work one of 
inestimable value to physicians, teachers, patients 
and parents. 


Before the Consultation, Consult— 


THE TREATMENT OF 
ACUTE INFECTIOUS 
DISEASES 


Frank Sherman Meara, M.D. 


Professor of Clinical Medicine; Formerly Professor 
of Therapeutics, Cornell Medical School, nsult- 
ing Physician, Bellevue Hospital, New York, etc. 


Reissue of 2nd Edition—$5.00. 
Cloth, 8vo, 806 pp. 

Particular stress is laid on the pneumonias as well as 
on the other acute infectious diseases of which 
our knowledge has been enhanced in the past .~ 
few years. The chapters on Epidemic Influenza, f 4 
Encephalitis, Lethargica, Trench Fever, and 
Rat Bite Fever are of great value. The =~ 
chapters deal with individual diseases in s roe 
a thoroughly practical manner, each 
little detail of procedure being ex- s é 
plained so that the reader may ac- 
tually apply it. Of especial im- £ 


portance is the summary at by 

the end of each chapter, 4 
where the most important ‘ 

points of the chapter are 

tabulated for the bene- 
fit of the busy é 
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Costs more than one Doctor indivi = ceil pay for,made 
available to THOUSANDS at a cost of but a few cents a day! 


Spreading the operating costs of the 
MEDICAL INTERPRETER over thousands 
of memberships in the Service, THINS 
DOWN THE PRICE to a practically negli- 
gible figure compared with its incalculable 
value. 

A few cents a day—say the price of a 
couple of good cigars—supplies the busy 
Doctor with this fund of “PRICELESS IN- 
FORMATION” that individually contracted 
for would be prohibitive, if even really pos- 
sible to secure at all. 

Few understand or appreciate just what in- 
tensive Research Work really costs. As the 
result of a survey of research costs in gen- 
eral, Prof. W. A. Noyes of the University of 
Illinois has stated that “Research Work 
necessary to produce one article amounted 
to $5.00 a word.” 

This as was further pointed out did not in- 
clude cost of publication of this particular 
article. This is as we believe a peak figure 
in so far as we are able to learn; an un- 
usual high pressure rate per word; and not 
the customary rate; but offered here more 
as a concrete and proven example of what 
Research Work CAN cost; and to empha- 
size the fact that—to use a slang expres- 
sion—it “costs like rip!” 


“If it’s NEW!—and of VALUE!—it’s in the MEDICAL INTERPRETER” 4 


—A SERVICE— 


THE MEDICAL INTERPRETER 


1601 O Street, N. W. 
Washington, D. C. 


Two leading American Technical Journals 
recently stated that the regular average 
cost per word for Research Work is from 
30 to 40 cents; which does not include pub- 
lication costs. 


Conditions of exclusive privileges affect the 
cost of Research Work—(always “upward”). 
Costs of MEDICAL INTERPRETER Re- 
search Work have steadily increased from 
the issue of the First Volume up to the 
present day, and at present is excessive; 
but with all these advancing costs of pro- 
duction, IMPROVEMENT has been the ob- 
jective. The INTERPRETER never stands 
still—never takes a step backward. It is 
today the world’s outstanding contribution 
to the advancement of contemporaneous 
Medical and Surgical knowledge. It gives 
the Clinical application of scientific pro- 
cedures. It covers the things you are NOT 
doing! the things that are NOT in your ex- 
perience—or in your books! The Interpre- 
ter can never be finished—never will be as 
long at Medical Science progresses! That , 
is why you need this Service in your 4 
daily practice, Doctor. Drop us a line “~ 
expressing your interest in the In- 
terpreter, or sign and mail Cou-y 

pon. NO obligations. s 
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Oxford Medical Publications 


A FEW OF THE MORE RECENT 
OXFORD MEDICAL PUBLICATIONS 


MALARIAL PSYCHOSES AND NEUROSES 
Their Medical, Sociological and Legal Aspects 
By K. ANDERSON 
M.D., F.R.F.P.S. (Glas.) 

404 pages, 18 illustrations and 4 lithographic Plates. 
Cloth, $13.00. 


DISEASES OF THE NEWBORN 
A Textbook for Students and Practitioners 
AMES BURNET 


By 
M.A., M.D., F.R.C.P. (Edin.) 
286 pages. Cloth, $1.85. 


AN ILLUSTRATED GUIDE TO THE 
SLIT-LAMP 
By T. Harrison BuTLer 
M.A., D.M. rn: A M.R.C.S. (Eng.), L.R.C.P. (Lond.) 
156 pages with 158 illustrations ‘and 5 coloured 
plates. Cloth, $9.00. 


THE EAR, NOSE AND THROAT IN GEN- 

ERAL PRACTICE 

An Informal Guide to the Main Principles 

By D. A. Crow 

M.B., Ch.B. (Edin.) 

176 pages with 45 illustrations in the text and 

2 coloured plates. Cloth, $3.25. 
A TEXT-BOOK OF PSYCHIATRY 


For Students and Practitioners 
By D. K. HENDERSON 
M.D. (Edin. (Glas.) 


R. D. 
M.D. (Glas.), D.P.M. (Lond.) 

530 pages. Cloth, $5.50. 
PRINCIPLES OF PHYSICAL CHEMISTRY 
For Medical Students 
By Puytus M. T. Kerripce 

M.Sce., A.I.C. 
With Introduction by 
Pror. A. V. Hirt 


M.A., F.R.S. 
148 pages. 22 illustrations. Cloth, $1.75. 


EVERYWOMAN A NURSE 


Health and Nursing Notes for the Use of Nursing 
Societies, Technical School Classes, Red Cross and 
Ambulance Associations, Etc., and in the Home 
By NEwsoME 


S.R.N. 
224 pages, illustrated. Cloth, $1.10. 


THE TONGUE AND ITS DISEASES 
By Duncan C. L. 
C.M.G., M.D., Ch.M., F.R.C.S. (Edin. and Eng.) 
522 pages with 166 illustrations in the text, and 
6 coloured plates. Cloth, $11.00. 


THE HEALTH OF THE CHILD OF SCHOOL 
AGE 


By Various Authors 
With a Foreword by 
Sir THomas OLIVER 
M.A., M.D., F.R.C.P., 
208 pages. Cloth, $1.8 


THE THOMAS SPLINT 
And Its Modifications in the Treatment 
of Fractures 
By MEuriIce SINCLAIR 
C.M.G., M.B., Ch.B. (Edin.) 
With a Foreword by 


om RoBERT JONES 
K.B C.B., F.R.C.S. 
182 pages. ne ‘illustrations. Cloth, $4.50. 


NORMAL MIDWIFERY 


For ok and Nurses 
By G. W. THEOBALD 
B.A., M.D., B.Chir. (Camb.), F.R.C.S. (Ed.), 
M.R . (Lond.), L.M. (Rot.) 
278 post * illustrated. Cloth, $3.15. 


COMPRESSION OF THE LUNG 


In the Treatment of Pulmonary Lesions 
By Stuart Twey 
M.D. (Lond.), M.R.C.P. (Lond.) 
100 pages. Paper, $1.00. 


INTRACRANIAL TUMOURS 


And Some Errors in Their Diagnosis 
By Six James Purvis-STEwART 
K.C.M.G., C.B., M.D. (Edin.), F.R.C.P. 
219 pages, 51 illustrations. Cloth, $8.75. 


THERAPEUTIC MALARIA 
By G. pe M. Rupotr 
M.R.C.S., L.R.C.P., D.P.H., D.P.M. 
234 pages, 55 illustrations with 2 coloured plates. 
Cloth, $3.85. 


A HANDBOOK OF DISEASES OF THE 
STOMACH 
STanLEY WYARD 
M.D., B.S., M.P.C.P. 
400 pages, 32 “{llustrations. Cloth, $5.00. 


OXFORD UNIVERSITY PRESS, pe BRANCH, 


35 West 32nd St., New York, N. Y 


Please send me prepaid the books cnet with (X) on this page, for which I enclose check, or you may — 


to my account. 


STATE 


TOWN 


OXFORD UNIVERSITY PRESS AmErIcAN BRANCH, 35 West 32nd St., New York, N. Y. 
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Specialists Like the 1 416-S 


It Sterilizes Everything 


it IME and space are both saved by the efficient 
combination—one of the most popular of 
the Lincoln Models. 

While the Steam Sterilizer is simultaneously 
boiling instruments and steam-sterilizing dress- 
ings, the Water Sterilizer is preparing two and a 
half gallons of sterile water. 

The Cabinet has plenty of storage space for 
dressings and towels, as well as a drawer for in- 
struments. A neat pilot light illuminates the in- 
page| and tells you whether Sterilizers are on 
or off. 

Complete details of the 1416-S and other 
Lincoln Models gladly mailed on request. 


THE PELTON & CRANE COMPANY 
Detroit, Michigan 


TON 


Indestructible Sterilizers 


“HOW” BOOKS 


Management of the Sick Infant. 

By Lanctey Porter, B.S., M.D., M.R.CS. (Eng.), 
L.R.C.P. (Lond.), Professor of Clinical Pediatrics, 
University of California Medical School, and 
Witt E. Carter, M.D., Instructor in Pedi- 
atrics, University of California Medical School. 
3rd edition, revised. 726 pages, 73 illustrations. 
Price, $10.00. 

This book will teach the general practitioner more 


about “How” to manage a sick infant than any other 
book on diseases of children published. 


Modern Methods of Treatment. 

By Locan CLENDENING, M.D., Associate Profes- 
sor of Medicine, Fellow American Therapeutic 
Society. 

692 pages, 77 illustrations, all original. Price, 
$9.00. 


“How” to treat diseases in the most approved methods 
is the keynote of this k throughout. Doctor 
Witherspoon, the well known Nashville internist, 
pronounces it to be the greatest book on treatment. 


Examination of the Patient and 
Symptomatic Diagnosis. 
By Joun Watts Murray, M.D. 


841 pages, with 216 illustrations. Price, $10.00. 


Only book published on diagnosis that gives proper 
correlation between history taking and diagnosis. It 
shows “‘How’’ better than most books to make a cor- 


rect diagnosis. 


Minor Surgery. 
By ArtHur E. Hertzter, A.M., M.D., Ph.D., 
F.A.CS., Professor of Surgery in the University 
of Kansas School of Medicine. : 
568 pages, with 438 illustrations. Price, $10.00. 


Essentially a book on HOW to do minor surgery 
better. Just off the press. New and dependable. 


Emergencies of a General Practice. 


By Natuan Crark Morse, A.M., M.D., F.A.CS., 
Late Surgeon to Emergency Hospital, Eldora, 
Iowa. Second edition revised and edited by A. W. 
Cotcorp, M.D., Carnegie Steel Works, Clairton, 
Pa. 
541 pages, with 311 illustrations. Price $10.00 
A book you can keep open continuously on your desk 
and burn its contents into your brain. 

Send for these HOW books today, using our easy 
monthly payment plan. 


THE C. V. MOSBY COMPANY, (S.M.J.) 
3523 Pine Blvd., St. Louis. 
Please send me the following “HOW” books for 
which I agree to pay $5.00 per month. 
0 Porter & Carter... $10.00 
0 Clendening 9.00 
Murray 10.00 
0 Hertzler 10.00 
0 Morse & Colcord 10.00 
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SIMILAC 


A Diet For 
Infants 


Reliquefied SIMILAC is a complete diet in which the fats, sugars, 
proteins and salts of cow’s milk have been modified and rear- 
ranged to meet the physical, chemical and metabolic requirements 
of infant nutrition. SIMILAC is prepared according to the for- 
mula devised and developed in the research laboratories of the 
Boston Floating Hospital, Boston, Mass. 


APPROXIMATE ANALYSIS 
SIMILAC RELIQUEFIED SIMILAC 


(1 ounce or 4 level tablespoonfuls powdered 
SIMILAC in 74% ounces of water.) 


1 ounce of Powdered SIMILAC 153.2 Calories 
1 level tablespoonful Powdered SIMILAC................ 88.3 Calories . 
1 ounce of Reliquefied SIMILAC 19.0 Calories 


In offering SIMILAC to the Medical Profession, 
we do so with the thought in mind that breast 
milk is nature’s food for the infant, but as many 
infants are deprived of their natural food, 
either wholly or in part, some form of nourish- 
ment must be substituted, and SIMILAC is 
offered as this substitute. 


Samples and Literature will be mailed upon receipt 
of your prescription blank. 


Moores & Ross, INC. COLUMBUS, OHIO 
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our Practice Merits this Practical and Efficient 
Office X-Ray Outfit 


— physicians who feel the need of an X-ray 


outfit in the office have put off buying until they 
could afford equipment of the heavier type, in the 
belief that a smaller outfit would not do justice to 
their practice. 


While this may hold true in the light of experiences 
with some outfits, the fact is that the Victor X-Ray Cor- 
poration has designed this Office and Portable Stabilized 
X-Ray Outfit with which the physician can produce, con- 
sistently, radiographs equal in diagnostic quality to those 
obtained with any major size X-ray machine. 

As it will energize the special Coolidge tube to 10 milli- 
amperes at 85,000 volts, when connected to any lamp 
socket, the range of radiographic service offered is ideal 
forthe physicianin general practice, as it permits radiographs 
to be made of any part of the human body, excepting, of 
course, instantaneous pictures of the gastro-intestinal re- 
gion and extremely short exposures required in some forms 
of chest radiography. 

Consider an outfit of this calibre, compact and so de- 
signed that it may be quickly “knocked down” and con- 
veniently brought to the patient’s home when necessary. 
It is truly an ideal office outfit with the added feature of 
portability. 

Write for Bulletin 276, which contains a complete 
description. 


VICTOR X-RAY CORPORATION 


2012 Jackson Boulevard Chicago, Illinois 


A complete X-Ray Outfit 


in three carrying units 
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| The Menopause— 
Control of Its 


Nervous Symptoms 


HAT can be done to relieve the neuroses at- 
tendant on the menopause? 


The same sedative that so efficiently relieves that 
most intractable neurosis—epilepsy—can be used to 
equal advantage in this condition. 


ELIXIR of LUMINAL 


“LUMINAL,” Trade Mark Reg. U. S. Pat. Off. 


LUMINAL is effective in small dosage. In the 
form of the Elixir, it is agreeable to take, well tol- 
erated, and is conveniently administered. It is stable 
and unvarying in composition. 


LUMINAL is also supplied in 14, 14 and 114 grain 
tablets. 


Write for descriptive literature. 


NAJ 


WINTHROP 


CHEMICAL COMPANY, INC. 


DEPT. S. M. 117 HUDSON STREET NEW YORK 
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ALABAMA STATE BOARD OF HEALTH 
ANTITOXINS and VACCINES 


These products are prepared by The Gilliland Laboratories, Marietta, 
Pa., and are guaranteed under U. S. Government License No. 63. 


DIPHTHERIA ANTITOXIN SMALL-POX VACCINE 
1;000 Wnite $ .70 2 Vaccinations per Pkg................... $ .20 
5,000 Units Syr. Pkg 1.70 5 Vaccinations per Pkg.... ee 
10,000 Units Syr. Pkg. 3.00 10 Vaccinations per Pkg................... -70 
20,000 Units Syr. Pkg 5.40 50 Vaccinations per Pkg................... 8.25 
TETANUS ANTITOXIN INFLUENZA VACCINE 
3,500 $1.60 4 Syr. Pkg. $3.00 
5,000 Units Syr. Pkg 8.75 4 Ampul Pkg. 1.50 
10,000 Units Syr. Pkg 6.25 10cc Vial Pkg 1.50 
36,000 Units Syr. 10.80 
ANTIMENINGOCOCCIC SERUM 
SCARLET FEVER ANTITOXIN 15ce Vial with Outfit $1.80 
(Concentrated and Refined) 2-15ec Vial with Outfit 3.15 
Prophylactic Pkg 
Therapeutic Pkg 4.80 ANTIPNEUMOCOCCIC SERUM 
50ce Vial with Gravity Injecting 
TYPHOID VACCINE Outfit $3.75 
(Plain or Combined) 
3 Syr. Pkg $1.00 ANTISTREPTOCOCCIC SERUM 
3 1 Pkg 35 
30 Ampul Pkg 350 
50ce Vial with Outfit 4.88 
PASTEUR ANTI-RABIC 
VACCINE SILVER NITRATE SOLUTION 
One complete treatment.................. $17.50 Pkg. 6 Wax Capsules..............0......... $ 27 


(21 doses complete with syrs.) Pke..A2 Wax 45 


ORDER THROUGH YOUR DISTRIBUTOR OR DIRECT FROM THE 
ALABAMA STATE BOARD OF HEALTH, MONTGOMERY, ALABAMA 


List of State Distributing Stations Sent on Request 


THE GILLILAND LABORATORIES 


Producers of Biological Products 
MARIETTA, PENNA. 
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(See below.) 


Anemia. 


nicious Anemia. 


VITAMINE-B 
Successfully used in 
PERNICIOUS ANEMIA 
PELLAGRA 
ANOREXIA 


Also, in certain nutritional disturbances, with cutaneous manifestations. 


Recent reports with feeding liver and Brewers’ Yeast-Harris—both 
rich in Vitamine-B—have shown marked benefit in cases of Pernicious 


Recent articles in A.M.A. and other medical journals, indicate clearly 
the value of a diet rich in Vitamine-B, in the dietary treatment of Per- 


Yeast-Harris to the diet. 


The U. S. Public Health Service has recently announced 
the improvement and cures of 26 cases of pellagra in the 
Georgia State Sanitarium, with the addition of Brewers’ 


Dr. Geo. R. Cowgill, Yale Univ., has shown 
improvement in appetite, when small amounts 
of Yeast Vitamine-Harris are fed. 


Yeast Vitamine-Harris Tablets are indicated in 
convalescence or typical anorexia. 


Lactation is stimulated and milk secretion in- 
creased by feeding liberal amounts of Yeast 
Vitamine-Harris Tablets, according to report of 
Dr. Barnett Sure, Univ. of Ark. 


H. J. Gerstenberger, Lakeside Hospital, Cleve- 
land, Ohio, reported a series of cases of Herpetic 
Stomatitis and Herpes Labialis, cured with addi- 
tion of Yeast Vitamine-Harris Tablets to the 
regular ‘diet. 


Goldberger and Tanner, U. S. P. H. Service, 
reported cures of black tongue in dogs, when 
fed Brewers’ Yeast-Harris (medicinal). 


The Connecticut Experiment Station and U. S. P. H. Service have 
shown the superiority of brewers’ yeast over bakers’ yeast, as a source 
of Vitamine-B and as a cure for specific disease. 


Sample bottle of yeast or Yeast Vitamine Tablets. To physicians only . . $1.00 each 


THE HARRIS LABORATORIES 


Tuckahoe, New York 
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There is a Lilly Ephedrine Sulphate 


‘Preparation to meet your ‘Requirements 


Much of the reinvestigative studies 
on the active principle of the ancient 
Chinese drug—Ma Huang, was accom- 
plished with Ephedrine Sulphate. 

PROPERTIES 

Chemically and physiologically Ephe- 
drine resembles Ephedrine 
is easy of isolation; solutions are stable 
—even on boiling—and miscible with 
silver protein solutions. 

Ephedrine can be administered oral- 
ly or hypodermically; the action of the 
te is prolonged; absorption from the 
gastro-intestinal tract is effective; toxi- 
City is low and there are no habit-form- 
ng tendencies. 


THERAPY 
Lilly Ephedrine Sulphate preparations 


are being prescribed for the relaxation 
of the bronchial muscle, for the stimu- 
lation of the sympathetic nervous sys- 
tem, for the relief of chronic congestive 
conditions in asthma, hay fever and 
acute and subacute rhi- 
nitis and in the treatment of the urti- 
caria of anaphylaxis. It is useful as a 
mydriatic, with rapid, persistent effect. 
PRODUCTS 

Lilly Ephedrine Sulphate preparations 
are available as follows: Ampoules, 
Syrup, Hypodermic Tablets, Pulvules 
(filled capsules) of two sizes, in 3 per- 
cent Solution and as a Compound In- 
halant containing the alkaloid. Ephe- 
drine Sulphate is supplied in 1/4 ounce 
bottles and in 30 grain vials. 


Supplied through the Drug Trade 


ELI LILLY AND COMPANY 
INDIANAPOLIS, U. S. A. 
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SQUIBB Professional Service Representa- 
tives are serving thousands of physicians 
yearly, bringing, as they do, valuable infor- 
mation concerning improvements on old- 
established products, and vital facts con- 


cerning recent discoveries. 


Sulpha 


“Yes, Doctor, Sulpharsphenamine 
Squibb is now marketed in a package 
which includes a 5 cc. ampul of Sterile 
Double Distilled Water and a small 
steel file with each ampul of Sulphars- 
phenamine. Physicians whom I visit 
are quick to realize the convenience 
of this new package and those who 
have used it find it indispensable in 
their practice.” 

“May I purchase the items sep- 
arately?” 

“Certainly. In the event that you 
only have need of the Sulpharsphena- 
mine Squibb we can supply the 
ampuls in individual packages. The 
Sterile Double Distilled Water can 
also be purchased separately in ampuls 
containing § cc. and Io cc. 
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ulpharsphenamine Squibb overcomes the 
difficulties of intravenous technique 


“T am particularly interested in a 
product which will overcome the diffi- 
culties of intravenous technique.” 

“That, Doctor, is just how Sulph- 
arsphenamine Squibb excels. It may 
be administered intramuscularly, thus 
obviating the problems encountered 
when intravenous injection is contra- 
indicated. Then too, it is the most 
stable and least toxic of the arsphena- 
mines. Many physicians prefer it in 
cases of neurosyphilis because of its 
high solubility and penetration.” 


Sulpharsphenamine Squibb may be 
obtained in the following ampuls. 0.1, 
0.2, 0.3, 0.4, 0.5, 0.6, 0.9 and 3.0 Gm. 


These Representatives are proud of their 
work, proud of their House, and the Prod- 
ucts which bear its name.’ Physicians 
every where recognize their helpfulness and 
are ever pleased to welcome them. 


Are you using these important 
Squibb Products in your daily 
practice? 


IPRAL SQUIBB—A Superior 
Hypnotic. Non-habit-forming; 
rapid in action; produces sleep 
which closely approximates the 
normal, 


INSULIN SQUIBB — Accu- 
tately standardized and uni- 
formly potent. Highly stable 
and particularly free from pig- 
ment impurities. Has a note- 
worthy freedom from reaction- 
producing proteins. 


NEOCINCHOPHEN 
QUI B B—A superior uric- 
acideliminant, antipodagric, 
antirheumatic and analgesic. 
Tasteless and less irritating 
than Cinchophen tothe stomach 
and kidneys. 


wi For further ‘nformation write to our Professional Service Department }i- 


E-R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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DOCTOR::---This new Resort 
with its spacious grounds, on- 
ly 15 minutes from downtown, 
will delight your patient. Pa- 
tients’ rates average $50 per 
week. All rooms have bath. 


We take pride in our Hydro, 
Electrical, Dietetic and Colon 
Lavage departments; also our 
Clinical and X-ray laboratories, 
Our best results are obtained 
in heart-artery-kidney, diabe- 
tic, digestive, nervous, toxic, 
anemic, underweight and ov- 


BLACKMAN HEALTH RESORT erweight cases. 
1824 Peachtree Road, Atlanta, Ga. May we send ou a boox:et? 


GRACE LUTHERAN SANATORIUM 
FOR TUBERCULOSIS 


_ San Antonio, Texas 


A MODERN institution in beautiful San 
Antonio. Climate unexcelled the year 
round for treatment of tuberculosis. Pri- 
vate rooms with bath and sleeping porch; 
individual cottages; high-class accommoda- 
tions; Radiographic and Fluoroscopic serv- 
ice; complete medical staff ; moderate rates. 


For booklet and information address 
REV. PAUL F. HEIN, D.D., Supt., 
P. O. Box 214 
SAN ANTONIO, TEXAS 


REST RECREATION RECUPERATION 


Hot Springs National Park, Arkansas 


“America’s National Health Resort” 
(Under the control of the Interior Department) 


The attention of the American Medical Profession is invited to the great benefits to be 
derived from the use of the radio-active waters of Hot Springs in the treatment of dis- 
eases where rapid elimination is desired such as, arthritis, neuritis, malaria, affections of 
the skin and other diseases resulting from toxemias and microbic infection. 


The resort is provided with a number of modern and luxurious bath houses, hotels, 
apartments and boarding houses. 


Pleasures and amusements in the way of golf, tennis, mountain climbing, horseback rid- 
ing, fishing and hunting are provided for our guests and visitors. 


For further information write— 


Medical Intelligence Bureau 
Box 886 
Hot Springs National Park, Arkansas 
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HILL CREST SANITARIUM [05 
Hill Crest Sanitarium is ideally located on the crest of Higdon Hill on the proposed Scenic Highway overlooking the 


city. All modern conveniences. Separate buildings for con men patients. Several acres of well shaded lawn. 
Adequate nursing service maintained. Consultants: B. L. Wyman, M.D., H.S. Ward, M.D., C. M. Rudulph, M.D. 


JAMES A. BECTON, M.D., Physician in Charge. P.O. Box 96, Woodlawn, Birmingham, Ala., Phone Wdl. 1200 


8AM E. THOMPSON, M.D. H. Y. SWAYZE, M.D. WM. R. FICKESSEN, M.D. 


Main Building. There are 36 Cottages with Modern Conveniences 


THE THOMPSON SANATORIUM 


OF 
KERRVILLE X-Ray and Laboratory Graduate Nurses TEXAS 


Ideal all year climate. Seventy-five miles northwest of San Antonio—1400 feet higher 
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GORGAS HOTEL-HOSPITAL 


Provides the comforts and luxuries of a resort hotel and the complete equipment of a 
modern hospital, including major and minor operating rooms; x-ray, clinical and metabolic 
laboratories; physiotherapy department, etc. SpEcIAL DEPARTMENT OF DIETETICS. 

Leased and operated by the SEALE HARRIS CLINIC For THE DIAGNOSIS AND 
TREATMENT OF INTERNAL DISEASES. 


SCHOOL FOR DIABETICS 


Individual and group instruction is given to diabetics under treatment. Ordinarily a two weeks’ 
course is required, depending upon the severity of the case and the intelligence of the patient. 


SCHOOL OF PERSONAL HYGIENE 


Combined with the treatment in favorable cases of gastro-intestinal and nutritional diseases, 
cardio-vascular-renal (high blood pressure) cases, undernourished nervous tients; obesity, the 
thyropathies, the anemias, etc., special courses of group and individual instruction are given. Follow- 
ing the thorough physical examination of healthy adults instruction in the prevention of chronic dis- 
eases is offered. This course includes dietetics for the normal individual. 

Reasonable Rates. Every room in the Gorgas Hotel-Hospital has either a private or connecti 
bath, but the rates are reasonable—the same as in all first class hotels and hospitals. The ANNEX 
was recently opened. This building was formerly the Nurses Home and is connected by a closed cor- 
ridor with the Gorgas Hotel-Hospital. It provides a number of ward rooms, in some of which the 
rate for board, nursing, and usual hospital attention is $3.00 a day. No charge is ever made for pro- 
fessional services rendered physicians and the dependent members of their families, and special rates 
are given them in the Gorgas Hotel-Hospital. 

The Gorgas Hotel-Hospital is advertised only to the medical profession. 

Physicians are cordially invited to visit the Clinic and the Gorgas Hospital at any time. 


For further information address: 


THE SEALE HARRIS CLINIC or GORGAS HOTEL-HOSPITAL 
HicHLAND AVENUE AT SYCAMORE STREET BIRMINGHAM, ALABAMA 


Postelle-Larkey Otinic 


Long Distance Phones: Walnut 7270-Walnut 7154 
947 W. 13th St., Oklahoma City, Okla. 


This Clinic is confined strictly to internal medicine, and especially to gastro-enterology 
and nutritional diseases; diseases of the heart and circulatory system and the ductless 
glands. Specially equipped laboratories are maintained for the working out of these 

cases and in charge of specially trained technicians for this class ef work. 
Dr. J. M. Postelle, Diagnosis and Gastro-Enterology; Dr. Walter A. Lackey, Diseases of the Heart; Myron 
Gregory, M.A., M.D., Psychiatry and Nervous Diseases; Charles D. Blachly, B.S., M.D., Gastro Intestinal 
; Mrs. Grace Smith, R.N., Superintendent; Mrs. Grace Marshall, Superintendent of Laboratories; 

Mrs. Sadie Struble, Secretary-Treasurer. 
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STUART CIRCLE HOSPITAL, Richmond, Va. 


General Surgery: Obstetrics : : Internal Medicine: Ophthalmology, Oto-Laryngology: 
Stuart N. Michaux, M.D. Greer Baughman, M.D. Alex G. Brown, Jr., M.D. Clifton M. Miller, M.D. 
Charles R. Robins, M.D. Ben H. Gray, M.D. © Manfred Call, M.D. R. H. Wright, M.D. 

With consulting offices for the staff, laboratories, surgical and obstetrical operating rooms, equipment for the treat- 
ment of medical cases and a training school for nurses the STUART CIRCLE HOSPITAL is a modern standard- 


ized hospital for private patients. 
CHARLOTTE PFEIFFER, R. N., Superintendent. 


Mount Regis Sanatorium 
VIRGINIA 


SALEM Twixt the Alleghany and Blue Ridge Mountains of Virginia 
A modern, thoroughly equipped, private institution for the treatment of early and moderately advanced tuberculosis. 


Complete Laboratory Equipment, X-Ray, Alpine Sun Lamp, Artificial Pneumothorax. Physicians in constant 
posers asc Training School for Nurses with affiliation with general hospital. 
MR. F. A. WILLIFORD, Business Manager 


VERETT E. WATSON, M.D. : 
CHURCILE ROBERTSON, M.p.,} Physicians in Charge MISS ORA WIGFIELD, Supt. of Nurses. 
Descriptive booklet on request. 
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THE PRICE SANATORIUM piso Texas. 
A high-class, modern institution for the treatment of all forms of tuberculosis; all approved methods of treatment 
Dry mountain climate, altitude 4000 feet, rainfall 9.12 inches; 335 sunshiny days, average humidity .40. 


Rates, $20.00 to $30.00 per week. Heliotherapy and quartz light therapy, x-ray. Booklet on request. Address 
E. D. PRICE, M.D., Medical Director 204 Roberts Banner Bldg., El Paso, Tex. 


THE HENDRICKS - LAWS 
SANATORIUM 
OXFORD RETREAT 


OXFORD, OHIO Chas. M. Hendricks, James W. Laws, 
FOR Medical Directors 
Nervous A modern and thoroughly equipped pri- 
orms of tuberculosis, located at an idea 
Mild Mental Cases point, where atmospheric conditions ap- 
R. HARVEY COOK proach perfection in the treatment of such 
Physician in Chief disorders. For full information, address 
T. B. Craft, Business Manager. 


Write for Descriptive Circular Altitude 4,000 feet. Percentage of Humidity .40 
335 Sunny. Days. Average Rainfall 9.12 inches. 


DR. STOKES SANATORIUM 


A strictly modern Psychopathic Hospital, fully 
equipped for the scientific treatment of all nervous 
and mental affections. Rates include private room, 
board, general nursing, tray service and medical 
supervision. Separate apartments for male and fe- 
male patients. Our treatment for Alcoholics is one 
of Gradual Reduction and Elimination which destroys 
the craving for alcohol. Our drug treatment is one 
of Gradual Reduction which builds the patient up 
physically while being reduced, restores their appetite 
and sleep and relieves their constipation. Location 
retired and accessible. Long distance phone: East 
1488. For further information apply to E. W. Stokes, 
_M. D., Supt., 928 Cherokee Road, Louisville, Ky. 
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CITY VIEW SANITARIUM 


(Established 1907) 


For MENTAL and NERVOUS DISEASES and ADDICTIONS 


Moved to its new location July 1, 1922 
An entirely new plant has been erected 


Separate buildings for men and women, ideally arranged and equipped with every facility for the comfort, care and 
treatment of the class of patients received. Situated in the midst of a fifty-acre tract, and surrounded by large 
grove and attractive lawns. Two resident physicians. Training school for nurses. 


References: The medical profession of Nashville 
JOHN W. STEVENS, M.D., Physician-in-Charge 
NASHVILLE R. F. D. No. 1 
On Murfreesboro Pike, one-half mile east of old location. 


BRAWNER’S SANITARIUM 


ATLANTA, GEORGIA 


A modern neuropsychiatric hospital with special 
laboratory facilities for the study and treatment 
of early cases. Also a department for the treat- 
ment of drvg and alcoholic addictions. 

The Sanitarium is located on the Marietta Elec- 
tric Car Line ten miles from the center of At- 
lanta, near Smyrna, Ga. The grounds comprise 80 
acres. The buildings are steam heated, electrically 
lighted, and many rooms have private baths. 

to Brawner’s Sanita- 

Smyrna, or an the’ city office, 157 
Avenue, E., Atlanta, Ga. 


Dr. Jas. N. Brawner, Medical Director. 
Dr. Albert F. Brawner, Resident Physician. 


ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, TEXAS 


For Nervous Diseases and 
Selected Cases of Mental Dis- 
eases. 


(Incorporated under laws of 
Texas) 


BRUCE ALLISON, M. D. 
Superintendent 


JAS. D. BOZEMAN, M. D. 
Resident Physician 
DRS. W. L. ALLISON 
and JNO. 8S. TURNER 
Consultants 
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THE POPE HOSPITAL 


Incorporated 


THIS IS A PIONEER INSTITUTION WITH 35 YEARS EXPERIENCE 


A modern hospital com- 
pletel;) equiped for the treatment 
of neurological and internal med- 


icine cases. 

Giving a complete diagnosis 
so as to find the underlying causes 
of the patients illness. 


HYDROTHERAPY 


A modern laboratory tests 
the blood, blood serum, gastric 
juice, Lidines secretion by a blad- 
der drainage, feces, sputum, urine, 
spinal fluid, etc. 


Patients refered for diagnosis 
only, will be kept for the time 
necessary for the diagnosis and 
laboratory tests. 


Cooperation of the physician is always sought 


GALVANIC FARADIC are cordially invi 


SINUSOIDAL HIGH FREQUENCY 
STATIC DIATHERMY 

Mechanical Vibration and all forms of light, 
are some of the things it can do for the patients 
refered to it. 


We do not accept Insane, Morphine, or other 
Objectionable cases. 


FOR FURTHER INFORMATION AND 
LITERATURE WRITE TO 


THE POPE HOSPITAL 
Incorporated 


LOUISVILLE, KENTUCKY 


CURRAN POPE, M. D. 
Medical Director 


POTTENGER SANATORIUM 
MONROVIA, CALIF. 
for Diseases of the Lungs and Throat 
F. M. Pottenger, A.M., M.D., L.L.D., Med. Director 
J. E. Pottenger, AB. MD., Asst. Med. Director 
and Chief of Laboratory 
8S. P. Bittner, M.D., Resident Physician 
Situated on the Southern slope of the Sierra Madre 
Mountains at an elevation of 1,000 feet. Winters 
delightful; summers cool and pleasant. Thorough- 
ly equipped for the scientific treatment of tuber- 
culosis. We maintain in connection with the Sana- 
torium, a clinic for the diagnosis and study of 
such non-tuberculous diseases as asthma, lung 
abscess and bronchiectasis. 
Address POTTENGER 
Calif., for p 
Los Angeles Office 
1045-6-7 Title ineaner Bidg., 5th and Spring Sts. 


served by the main line of the Santa Fe. 


ALBUQUERQUE SANATORIUM 


Located in the heart of the great Southwest, the Land of Sunshine. Average annual rain- 
fall 7 inches. Altitude moderate. Albuquerque is the largest city in New Mexico and is 


The open-air hygienic treatment of Tuberculosis is supplemented by artificial Pneumo- 
thorax and X-Ray Therapy under the direction of a staff of 5 physicians specially trained 
in Internal Medicine. Special facilities for Sun Baths. 

Private sleeping-porches, baths, bungalows and modern fire-proof buildings. 


On request information will be given concerning accommodations available. 


_ W. A. GEKLER, M. D., Medical Director 
A. L. Hart, MD. H. P. Rankin, M.D. B. J. Weigel, M.D. 
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CHESTNUT LODGE 


ROCKVILLE, MARYLAND 


Near Washington, D. C. Baltimore & Ohio Railroad and Electric Line from 
Washington 


This sanitarium under experienced management offers superior advantages for the 
treatment of patients suffering from Nervous and mild Mental Diseases, and for elderly per- 
sons needing skilled care and nursing; combining the equipment of a modern Psychopathic 
Hospital with the appointments of a refined home. The Hydrotherapy Department is com- 

lete in every detail, including the Nauheim Baths for Arteriosclerosis, Heart and Kidney 
jiseases. 
DR. E. L. BULLARD, Physician-in-Charge 
DR. DEXTER M. BULLARD, Assistant Physician 


THE WINYAH SANATORIUM 


OPERATED BY THE VON RUCK MEMORIAL SANATORIUM, Inc. 
Established in 1888 by Dr. Karl von Ruck 
ASHEVILLE, N. C. 
Medical Staff: Dr. R. E. Flack, Dr. Edw. W. Schoenheit, Dr. Louis Dienes 


A modern and _ completely 
equipped institution for the treat- 
ment of tuberculosis. High-class ac- 
commodations. Strictly scientific 
methods. For particulars and rates 
write to 


WM. A. SCHOENHEIT, 
Business Manager. 
(Please mention this Journal) 


INGE-BONDURANT SANATORIUM 


Beautifully and conveniently located opposite Ryan Park 


Neuropsychiatry and Internal Medicine Surgery 
Dr. E. D. Bondurant, Dr. E. S. Sledge Dr. F. M. Inge 


A private general hospital. Specially equipped for and adapted to the diagnosis and treat- 
ment of neuropsychiatric and internal medical conditions. Adequate facilities for surgical 
and obstetrical cases. Complete radiologic, clinical pathologic, physiotherapy | and dietetic 
departments. Troublesome insane or otherwise objectionable patients not eecnignl ie 
. i. SS MARTHA MARSH, Clinical Patholo 
mks. GLORIA D. GARDNER, RN., Superintendent of Nurses = MRS. A. M. NABORS, Superintendent 
STANDARD TRAINING SCHOOL FOR NURSES 
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VON ORMY COTTAGE SANITORIUM Tatment of 


W. R. GASTON, Manager F. C. COOL, Assistant Manager R. G. McCORKLE, M.D., Medical Director 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at 
moderate rates. For Booklet and other information please address the Manager. 


WALTER R. WALLACE, M.D. HUGH W. FRIDDY, M.D. 


MEMPHIS, TENN. 
(SUCCEEDING THE WALLACE-SOMERVILLE SANITARIUM) 
For the Treatment of Drug Addictions, Alcoholism, Mental and Nervous Diseases 
Located in the Eastern Suburbs of the City—Sixteen Acres of Beautiful Grounds 
All Equipment for Care of Patients Admitted 
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LYNNHURST SANITARIUM 


FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS 


Situated in the suburbs of Memphis in a natural park comprising 28 acres of. beautiful woodland and 
ornamental shrubbery. Modern and approved methods in construction and equipment. Sanitary plumb- 
ing, low-pressure steam heat, electric light, fire protection and an abundance of pure water. The ele- 
gance and comforts ofa well appointed home. Rooms single or en suite with private bath.. Facilities 
for giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experiericed 
nurses and house Physician. An improved treatment for Opium-Morphin Addiction. : 

S. T. RUCKER, M. D., Director Medical Department 


Memphis, Tenn. Bell Telephone Connections 


KENILWORTH SANITARIUM 


(Established 1905) 
KENILWORTH, ILLINOIS 


Cc. & N. W. Railway, 6 miles North of Chicago 
Built and equipped for the treatment of nervous 
and mental diseases. Approved diagnostic and 
therapeutic methods. Over ten acres of well parked [3% 
and landscaped grounds. Supervised occupational 
and recreational activities—golf, baseball, croquet, 
handicraft An ad night nursing service 
maintained. Sound-proofed rooms with forced ven- 
tilation (no different in appearance from other 
reoms). Elegant appointments. Bath rooms en 
suite, electric elevator. 
Resident Medical Staff: 
RALPH C. WARNE, M. D. : 
ELLA BLACKBURN, M. D. 
SANGER BROWN, M. D. [im 
(Consultation by appointment only) ff 
All correspondence should be addressed to 
Kenilworth Sanitarium, Kenilworth, Ill. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium for the Neurological Practice of Drs. Beverley 
R. Tucker and R. Finley Gayle 


The Tucker Sanatorium is for the treatment of nervous diseases. Insane and acute 
alcoholic cases are not taken. The Sanatorium is large and bright, surrounded by a lawn 
and shady walks and large verandas. It is situated in the best part of Richmond and is 
thoroughiy and modernly equipped. There are departments for massage, medicinal exercises 
hydrotherapy, occupation and electricity. The nurses are specially trained in the care of 
nervous cases. 


THE TUCKER SANATORIUM, Inc. 
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WAUKESHA SPRINGS SANITARIUM 


For the Care and Treatment of 
NERVOUS DISEASES 
Building Absolutely Fireproof 


BYRON M. CAPLES, M.D., 
Medical Director 
FLOYD W. APLIN, M.D. 
L. H. PRINCE, M.D. 
- Wisconsin 


St. Elizabeth’s Hospital THE 


RICHMOND, VA. 
Staff M A R TI N 
CLINIC 


Wm. Higgins, MD. Internal Medicine 
oO. O. yy M.D., "Internal Medicine 


Austin I. Dodson, M.D., Urology Dugan-Stuart Bidg. 


~ Hodges, M.D. Roentgenology 
Thos. W. Wood, D. D.S., De Dental Surgery HOT SPRINGS, ARKANSAS 


Helen Lorraine, Medical Illustration 


Administration 


N. E. Pate Business Manager DR. E. A. PURDUM 


SCHOOL FOR NURSES Chief of Staff 


The Training School is affiliated with Johns 
Hopkins Hospital in Baltimore for a _ three DR. W. G. KLUGH 


months’ course, each, in Pediatrics and Ob- 
stetrics. A course in Public Health Nursing is DR. W. F. PORTER 


given as an elective in the Senior year at the 
Richmond School of Social Work and Public DR. P. Z. BROWNE 


Health which is a department of William and DR. Cc W JENNINGS 


Mary College. All applicants must be graduates 
of a high school or have the equivalent educa- 
W. J. FORD 


tion. 
Address Roentgenology 
ST. CLAIR ALLAN, R.N., C. W. ABEL 


Superintendent of Hospital and nin 
Principal of Training School. Clinical Pathology 


SAINT SANATORIUM 


RADFORD, VA. 


MEDICAL STAFF: 
J. C. King, M.D. 
John J. Giesen, M.D. 
Ira C. Long, M.D. 

A modern, ethical Institution, fully 
equipped for the diagnosis, care and 
treatment of medical, neurological, mild 
mental and addiction cases. Ideal lo- 
cation, 2000 feet above sea level. Rates 
reasonable. Railway facilities excellent. 
Write for full details. 
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General Medicine 


Garnett Nelson, M.D. 
James H. Smith, M.D. 
Hunter H. McGuire, M.D. 
Margaret Nolting, M.D. 
John Powell Williams, M.D. 
Douglas G. Chapman, M.D. 


Pathology and Radiology 
S. W. Budd, M.D. 


Roentgenology 
A. L. Gray, M.D. 
J. L. Tabb, M.D. 


Urology 
Austin I. Dodson, M.D. 


McGuire Clinic 


ST. LUKE’S HOSPITAL 
Richmond, Virginia. 
Medical and Surgical Staff 


General Surgery 
Stuart McGuire, M.D. 
W. Lowndes Peple, M.D. 
Williams, M.D. 


Beverly F. Eckles, M.D. 


Orthopedic Surgery 
William T. Graham 
D. M. Faulkner, M. pe 
Dental Surgery 
John Bell Williams, D.D.S. 
Guy R. Harrison, D.D.S. 


Eye, Ear, Nose and Throat 
Thomas E. Hughes, M.D. 


Hospital For General Diagnosis 
and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of the body metabolism and its relation to 
diseased conditions is emphasized 
The co-operation of physicians is invited. It is the 
Policy of the Hospital to return patients to their 
home and family physician for treatment, at the 
earliest’ possible moment, after diagnosis is made. 
Only at the request of the patient’s physician will 
any case be kept in the Hospital beyond the neces- 
sary period of observation. 


2 complete staff of skilled specialists in co-opera- 
ion. 
For further particulars regarding rates, ete., write 


DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 


“Norway” Hospital for General Diagnosis 
and Nervous Diseases. 


THE TORBETT SANATORIUM 
AND DIAGNOSTIC CLINIC 


With the Majestic Hotel and Bath House and the 
Bethesda Bath House. 


Three thoroughly modern institutions under the same 
roof. All recognized methods of physiotherapy, die- 
tetics, x-ray, and laboratory are utilized. A graduate 
experienced physician in charge of each department 
aided by trained nurses and assistants. Water similar 
in composition and properties to the famous Carlsbad. 
We also have a chartered Nurses’ Training School em- 
phasizing Physiotherapy. 


ta 
J. W. Torbett, B.S., M.D., Supt., Diagnosis and In- 
ternal Medicine. 
O. Torbett, Ph.G., M.D., Asst. Supt., Diagnosis and In- 
ternal Medicine. 
weer P. Hutchings, M.D., Eye, Ear, Nose and Throat. 
- B. White, Ph.C., M. D., Urology and Syphilology. 
: A. York, M.D., Roentgenology and Gastro-Enterology. 
Howard Smith, M.D., Physician and Surgeon. 
S. A. Watts, M.D., Internist. 
Cromwell Rogers, M.D., Pathology. 
S. P. Rice, M.D., M. A. Davidson, M.D., Obstetrics 
and General Practice. 
H. H. Robertson, D.D.S. 
Miss Sarah Kirvin, R.N., Supt. of Nurses & Dietetics. 
Miss Mary Valigura, R.N., Supt. Surgical Dept. and 
Physiotherapy. 
For further information, write for folder to 
TORBETT SANATORIUM, MARLIN, TEXAS 
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The Cincinnati Sanitarium 
Inc. 1873 

For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 


F. W. Langdon, M.D., 
Robert Ingram, M.D., 
Visiting Consultants 
H. P. COLLINS, Business Manager D. A. Johnston, M.D., i 
Box No. 4, College Hill Medical Director 

CINCINNATI, OHIO 


“REST COTTAGE?” College Hill, Cincinnati, Ohio 


For purely 
nervous cases, 
nutritional er- 
rors and con- 
valescents, 


drotherapy, 
massages, etc. 


Cuisine to 
meet individual 
needs. 


F. W. Langdon, 
Robert Ingram, 
Visiting 
Consultants. 


D. A. John 
M. D., Medi 
Director. 


Hill, _Cincin- 
nati, Ohlo 


2 


Vol. XX No. 10 SOUTHERN MEDICAL JOURNAL 


South Mississippi Ambler Heights 


Infirmary Sanitarium 


Established 1901 Conducted for incipient and 
Standardized convalescent tuberculous cases. 


ASHEVILLE, N. C. 
GENERAL HOSPITAL 
Equipment and methods rated (monthly 


RADIUM AND X-RAY CLINIC average) 99% by the Asheville Board of 
Health for four years. Booklet and in- 


formation upon request. 


W. W. CRAWFORD, M.D. 
Surgeon-in-Chief 


Address 


DOCTORS AMBLER & AMBLER 
HATTIESBURG, MISSISSIPPI P. 0. Box 1861, Asheville 


Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF 5 
DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
OF AN ADDITION TO THE INSTITUTION OF TWO BRICK ee 
INGS—ONE FOR MEN AND ANOTHER FOR WOMEN. 


embrace eighty-five acres. The lawn is large and beautifully shaded; there are private ; 
walks and drives, and the institution affords the quietness and serenity of the country ° 
within sight of the city. : 


Rooms may be had single or en suite, with or without private baths. Small — suitable : 
for one patient, are also available. 


Treatment is limited to Nervous Disorders, mild Mental Affections, and to Alcoholic and Drug ; i 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- | H 
nishes every facility for the rational treatment of such patients. 


1 HE PLANT now consists of nine separate buildings situated in the midst of Saiieiaiie which . 


Life in the out-of-doors, combined with properly selected work for each patient, constitutes ‘al 
important therapeutic measure. i 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 


BOOKLET UPON REQUEST 
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THE STEWART HOME TRAINING SCHOOL, Frankfort, Ky. 
For the Care and Training of MENTALLY DEFECTIVE CHILDREN 


Expert training, mental development 
and care by specially trained teachers, 
nurses and physician who has devoted 
his life to the study and treatment of 
cases of arrested mental development. 

Delightfully located in the beautiful 
blue grass region of Kentucky. Five 
hundred acres of lawn and woodland 
for pleasure grounds. Seven elegantly 
appointed buildings, electrically lighted 
and steam heated. Highly endo: 
prominent physicians. Write for de 
scriptive catalogue. Ad 


DR. JOHN P. STEWART 
Box M, Frankfort, Ky. 


MEDICAL COLLEGE of VIRGINIA Hespital 


(Consolidated, 1913) ‘WHI be given as follows 


Schools of 1—Hospital and Dispensary instruction, dia diagnosis 
eases 
MEDICINE, DENTISTRY, PHARMACY, | |, end tostinent Of of the ry 


work and treatment. 


$—Instruction in X-ray Therapy. 


Modern laboratories and equipment. Extensive dis- 
pensary service; hospital facilities, furnishing 400 ‘ 4—Laboratory instruction in The pathology of 
clinical beds; individual instruction; experienced skin diseases and new growths, including 
faculty; practical curriculum. For general catalog, clinical methods for the demonstration of 
address the commoner parasites. 

6—Hospital and dispensary in the 


J. R. McCAULEY, Secretary-Treasurer surgical treatment of cance 
Apply to 


1112 East Clay Street Richmond, Virginia 301 E. Nineteenth Street, NEW YORK CITY 


DR. MOODY'S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addiction 
and Nervous Invalids Needing Rest and Recuperation. 


Established 1903. Strictly ethical. Location delightful summer and win- 
ter. Approved diagnostic and therapeutic methods. Modern clinical lab- 
oratory. Seven buildings, each with separate lawns, each featuring a 
small separate sanitarium, affording wholesome restfulness and recrea- 
tion, in doors and out doors, tactful nursing and homelike comforts. Bath 
rooms en suite, 100 rooms, large galleries, modern equipment, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful 
park, Government Post grounds and Country Club. 


J. A. McINTOSH, 
Res. Physician. 


T. L. MOODY, M.D., 
Supt. and Res. Physician. 
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DRS. KEITH & KEITH | | RADIUM THERAPY 


in connection with 


NEWELL & NEWELL 


Modern equipped X-Ray Laboratories Sanitarium 


at : 
Office and Hospitals for 
Diagnosis and Therapy 


746 Francis Bldg. Louisville, Ky. 


705-707 Walnut St., Chattanooga. Tenn. 


An ample supply of Radium for the treat- 
ment of all conditions in which Radium is 
indicated. 


An ample supply of Radium 
for the treatment of superficial and deep — 
lesions in which radium is indicated SANITARIUM STAFF 


E. T. Newell, B.S., M.D. 
E. D. Newell, B.S., M.D. 
re J. Marsh Frere, M.D. 
J. PAUL KEITH Y. KEITH 
W. H. York, B.A., M.D. 
J. 8. Bobo, M.D. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


APPALACHIAN HALL 


ASHEVILLE, N. C. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all- 
the-year-round health resorts of the world, where climate, air, water and scenery 
are unsurpassed. Five separate buildings, thoroughly modern, afford ample 
facilities for the classification and separation of patients. 


Treatment is limited to Nervous and Mental Diseases, Selected Cases of 
Alcoholic and Drug Habituation. 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage exten- 
sively used. The two physicians in charge reside in the Institution and devote 
their entire time to the care and treatment of the patients. 


For information and booklet write Drs. Griffin and Griffin. 
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THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America.) 


We Announce 
FOR THE GENERAL PRACTITIONER 


A combined course comprising 


INTERNAL MEDICINE SURGERY 

PEDIATRICS NEURO-SURGERY 

GASTRO-ENTEROLOGY UROLOGY 

DERMATOLOGY OPHTHALMOLOGY PROCTOLOGY 

NEUROLOGY OTOLOGY GYNECOLOGY (Surgical- 

OBSTETRICS RHINOLARYNGOLOGY Medical) 

PHYSICAL THERAPY ORTHOPEDIC SURGERY 

PATHOLOGY AND TRAUMATIC SURGERY 
THORACIC SURGERY 


BACTERIOLOGY 


FOR INFORMATION ADDRESS 


345 West 50th Street NEW YORK CITY 


EXECUTIVE OFFICER 


POST GRADUATE COURSES : . 
The Tulane University of 
PHYSICIANS AND Louisiana 

SURGEONS 
GRADUATE SCHOOL OF 
LABORATORY AND X-RAY 
TRAINING FOR PHYSICIANS Reorganized to meet all require- 
AND TECHNICIANS ments of the Council on Medical 
Education of the A.M.A. Post 


graduate instruction offered in all 
branches of medicine. Courses 


Graded Courses in leading to a higher degree have 
EYE, EAR, NOSE AND also been instituted. 
THROAT A bulletin furnishing detailed in- 
formation may be obtained upon 
For Further Information Address application to the 
D 
POST GRADUATE HOSPITAL aii 
AND MEDICAL SCHOOL 
New Orleans, La. 


2400 S. Dearborn St. Chicago, Illinois. 
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New York Post-Graduate 
Mediral School and Hospital 


MEDICINE SURGERY PATHOLOGY 
PEDIATRICS GYNECOLOGY BACTERIOLOGY 
ANAESTHESIA CHEMISTRY 


Address 


Check the subject which interests you and 
return with your name and address to 


The Dean, 306 East 20th Street, New York City 


Courses for Physicians 
Rniversity Regular Graduate Medical Courses of One to Three Years’ Duration, Leading to Appropriate 
Certificates or Graduate Medical Degrees in the following separately organized and conducted 

Clinical and Medical Science Departments: 
Internal Medicine, Pediatrics, N y, Der Syphilol “Radiology, Surgery, 
Gynecology-Obstetrics, Orthopedics, Ophthalmology, Otolaryngology, “Biochemistry, 
PUNE Tanta *Anatomy, *Physiology, *Pathology, *Bacteriology-Immunology, *Pharmacology. 

In every course the registration quota is limited. All of the stated Regular Courses begin 
cere annually in mid-October except in the cases of departments — by the asterisks, 


wherein the courses begin whenever vacancy occurs in the quota. A ‘“‘year’’ is thirty-two or 


Graduate School more weeks, according to the department concerned. 
Certain briefer Special Courses — subdepartmental subjects) are also available, as follows: 


of Medicine Tuberculosis, Clinical and Sociol Ci Gast ; Protein Sensitization, Para- 

sitology and Tropical Medicine; Diabetes, Mellitus, Arterial Hypertension and Obesity; E’ectro- 
-_oo-- therapeutics; Infant Feeding; Intubation; Clinical Psychiatry; Clinical Dermatology; Neuro- 
anatomy and Neuropathology; Neurootology; Operative Surgery and Surgical Anatomy; Anes- 
The Medico-Chirurgical thesia; Orthopedic Diagnosis; Operative Orthopedics; Ophthalmic Operations;. Ocular Peri- 
metry; Ocular Musculature; Ocular Refraction; Lar and h 
Callege copy; Otologic (cadaver) Operations; Otolaryngologic (cadaver) Operations; Clinical Blio- 
chemistry; Basal Metabolism. 


Address: Dean, Graduate School of Medicine, University of Pennsylvania, Philadelphia 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


AND 


COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two years of college work, including English, Chemistry, 
Biology and Physics, in addition to an approved four years high school course. 

Facilities for Teaching—Abundant laboratory space for equipment. Two large general 
hospitals absolutely controlled by the faculty and several hospitals devoted to specialties, in 
which clinical teaching is done. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 
Baltimore, Md. 
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Extend the use of 


MERCUROCHROME—220 SOLUBLE 


(DIBROM-OXYMERCURI-FLUORESCEIN) 


So that you may have full advantage of its 
GENERAL EFFECTIVENESS 


If you are, as most doctors are, using Mercurochrome in some special field, as in 
the genito-urinary tract, the eye, ear, nose or throat, in surgical or accidental 
wounds, or for any of the numerous germicidal purposes for which it is em- 
ployed, then try it in all fields. You will be gratified with the results that will 
be obtained and your own experiences will soon convince you of just how ex- 
tensively and satisfactorily Mercurochrome can be used in medical practice. 


MERCUROCHROME IN TWO PER CENT. SOLUTION IS BEING FOUND 
ENTIRELY ACCEPTABLE AS A GENERAL ANTISEPTIC 
AND FIRST AID PROPHYLACTIC 


IN PLACE OF TINCTURE OF IODINE 
Literature on request 


HYNSON, WESTCOTT & DUNNING 


BALTIMORE 


With a McKesson Apparatus 
You Can Change Your Mixture 
Instantly 


a. is but one breath of gas between the 
mixing valve and the patient’s lungs. The mix- 
ture of gases with the McKesson apparatus is 
produced at the time of each respiration and is regu- 
lated by the position of the mixing valve. This 
assures a more accurate control of the patient and 
a quicker response to any change which may be 
desired in the depth of anesthesia. 2 
It is this instant control over the mixture with 
the McKesson apparatus which makes the new de- 
pression test possible. 


= 
Write us for further information 


TOLEDO TECHNICAL APPLIANCE co. 
2226-36 Ashland Avenue TOLEDO, OHIO 


McKesson Universal Unit No. 100 
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CONSERVATIVE ULCER SURGERY* 


By J. RussELt VERBRYCKE, Jr., M.D., 
Washington, D. C. 


Surgeons and medical men are closer together 
than they were a few years ago, perhaps because 
each recognizes his own deficiencies. Perhaps it 
is helped by the increased tendency to group 
practice and clinics, whereby more than one 
opinion is passed on the patient. In any event 
the tendency for medicine and surgery to cor- 
relate their activities is encouraging, and bodes 
well for the patient. 

However, all is not yet well, and this applies 
particularly to peptic ulcer. One cannot yet at- 
tend a gastro-intestinal section meeting without 
hearing one or two medical men rise and men- 
tion some cases of ulcer which have recurred 
after operation, usually ending with a more or 
less veiled criticism of surgery. This attitude 
represents intolerance and poor sportsmanship. 
On the other side of the fence, however, has 
been, and fortunately they are few now, ‘he 
surgeon of the arrogant type, who used to claim 
that there was no such thing as medical cure for 
ulcer. Some of the best known surgeons of the 
world have been guilty in the past of this state- 
ment. Experience has proven their mistake in 
the hundreds of cases where operation or autopsy 
has revealed scars of ulcers healed by medical 
treatment or without treatment. 

There has been something wrong, however, 
with the treatment for ulcer, and this is reflected 
by statements of well-balanced men, both med- 
ical and surgical. 

Dr. Berg, of Mount Sinai, states that in their 
series of gastro-enterostomies there has been a 
recurrence of symptoms in 30 per cent. He 
does not feel that one can look for a complete 
cure over more than ten years in more than 50 
per cent. 


*Read in Section on Gastro-Enterology, Southern 
Medical Association, ‘Twentieth Annual Meeting, 
Atlanta, Georgia, November 15-18, 1926. 


Dr. Mizell, of Atlanta, in his Chairman’s Ad- 
dress before the Gastro-Enterological Section of 
the Southern Medical Association reported a 
group of ulcers operated upon with less than 50 
per cent of cures. 


I have been amazed at these figures as I have 
been led by my own experience until six years 
ago to believe that medical treatment would 
permanently cure 60 per cent and surgery un- 
aided 70 per cent of cases. 


Frequent failure to cure has had several dif- 
ferent results. Some medical men have ceased 
having the ulcer patient operated upon until they 
are absolutely forced to do so by the presence 
of some serious complication, thereby adding to 
the risk of operation when done. Some surgeons, 
notably Finsterer abroad, Berg, Lewisohn, and 
Strauss, of this Country, are advising exten- 
sive partial gastrectomy for nearly all ulcers, 
even for small uncomplicated duodenal ulcers 
which have recurred after medical treatment. 
The claim for the procedure is made that the 
entire ulcer bearing area is removed; that anacid- 
ity is produced, and that recurrences do not 
appear. The disadvantages are (1) that the 
mortality in the best of hands must be three 
times that of gastro-enterostomy and with the 
average operator probably five times greater, and 
(2) an unphysiological condition even greater 
than that produced by gastro-énterostomy is 
created. When the human economy was created 
with an acid peptic digestion, it was not an ac- 
cident and to do away with this entirely, in 
addition to creating a food reservoir only about 
two-thirds the normal size, without pyloric con- 
trol, and without other function than as a very 
temporary stopping place for food, is taking a 
very serious liberty with mother nature. | 

Dr. Mizell, with the theory of secondary focal 
infection in mind, is recommending removal of 
diseased appendices, gall bladders and other foci 
which may be found concomitant with the ulcer. 
His own statistics in these cases where the ulcer 
is not directly attacked show better results than 
when the usual operation for the ulcer itself has 
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been performed. I feel that the outlook for the 
cure of ulcer is not so bad, and that better meth- 
ods than any of the foregoing can be employed. 
Gastric ulcer presents problems of its own, and 
I shall deal entirely with duodenal ulcer at this 
time. 

About six years ago I, too, sensed the inade- 
quacy of gastro-enterostomy without a supple- 
mentary procedure to cure ulcer. My solution 
has been different from those quoted before. If 
one trapshooter can break 70 out of 100 clay 
pigeons and another can break 50, surely if both 
fired together at the same pigeons the percentage 
should be much higher than that of either alone. 
Therefore, if medicine can cure an ulcer in 60 
per cent of cases and surgery in 70 per cent, 
both together can accomplish more than either 
by itself. 

Practically this has worked out. My pro- 
cedure, which I have called the combined treat- 
ment, is as follows: every duodenal ulcer which 
is uncomplicated and not of too long duration 
should have advantage of medical treatment 
first. If recurrence follows, one may expect that 
any number of subsequent medical treatments 
will have similar results, and something in addi- 
tion is required. 

If the ulcer is of many years’ duration, if it 
has recurred after medical treatment, or if it is 
complicated by stenosis, hemorrhages, or peri- 
duodenitis, surgery is indicated, but not alone. 
The combination of medical and surgical treat- 
ment is then indicated: Operation is performed 
and the medical treatment is carried out post- 
operatively just as if operation had not made 
the opportunity for medical cure greater. 

Personal experience has made us feel that 
extensive operative procedures are not necessary 
and that gastro-enterostomy or some form of 
gastro-duodenostomy for duodenal ulcer, fol- 
lowed by medical treatment, in bed for three 
weeks and regulatory but milder for some months 
afterward, has been followed by permanent cure 
in the majority of the patients, provided co- 
incident foci of infection have been also 
eliminated. 

Of course, there are personal factors to be con- 
sidered in both the medical and surgical part of 
the treatment. This is of grater importance in 
the surgical part of the procedure. There are 
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many varieties of medical ulcer treatment both 
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as regards diet and medication. It is surprising 
that such widely varying treatments can each 
give such a similar proportion of cures, but there 
must be some difference. The surgical part of 
the treatment is an even more variable factor. 
Some operators will have a mortality several 
times greater than the lowest. So also there are 
some who have a higher proportion of gastro- 
enterostomies which do not function. This is a 
frequent finding if post-operative x-ray studies 
are made in cases in which jejunal kinking oc- 
curs, too rapid emptying through too large an 


opening, a vicious circle from too long a jejunal ~ 


loop, and there are other disappointing faults. 
To say that a patient was operated upon and 
that he was not benefited without further com- 
ment may mean nothing. If one of us painted an 
automobile, it would probably look amateurish. 
An outspoken friend might with truth observe 
that it looked funny. “But it has just been 
painted,” would fail to satisfy. The same may 
apply to operations of all sorts. The personal 
ability is such a factor that it must be consid- 
ered in the results. In like manner the state- 
ment, “The patient was put*on an ulcer diet,” 
may mean nothing. 

The writer, an operating gastro-enterologist, 
has been particularly interested-in both the med- 
ical and surgical treatment of ulcer, and their 
combination. He no longer advises medical or 
surgical treatment but medical or combined treat- 
ment. He can state from personal experience 
that if sufficient skill is exercised in both the 
medical and surgical parts of the treatment of 
duodenal ulcer, and if both treatments are com- 
bined, somewhere around 95 per cent of cases 
can be permanently cured without the need of 
mutilating operations. It is not necessary that 
both parts of the treatment be carried out by 
the same man. The time is past when the gen- 
eral surgeon can conscientiously carry through a 
treatment for ulcer. The gastro-enterologist, if 
he does not operate himself, which is usually the 
case, should have everything except the care of 
the wound turned over to him after the first 
post-operative day, and should then give his 
usual bed medical treatment for ulcer, followed 
by the usual regulatory treatment for months to 
follow. 


Discussion follows paper of Dr. Horsley, page 755. 
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CHOICE OF OPERATIONS FOR PEPTIC 
ULCER*} 


By J. SHELTON Horstey, M.D., 
Richmond, Va. 


First of all, I do not wish the inference to be 
drawn from the title of this paper that peptic 
ulcer is a disease that always calls for operation, 
because it does not. Many cases of peptic ulcer 
are satisfactorily cured by medical treatment. 
In its early stages, particularly in duodenal 
ulcer, medical treatment should always be tried 
unless, of course, there is perforation or hemor- 
rhage which occasionally occurs early. Even 
after operation, medical treatment should be 
continued for at least several months in order to 
give the gastro-intestinal tract full time to re- 
adjust itself. In other words, medical treatment 
in peptic ulcer is much like a splint on a frac- 
tured bone. If the fractured bone is in good 
alignment and position, there is no occasion for 
setting it and a splint is all that is necessary. 
If it is not in good position, it should be set, and 
then the splint is equally necessary. The set- 
ting of a fracture may be compared to an oper- 
ation on a peptic ulcer. 

Peptic ulcer in the stomach demands oper- 
ation more frequently and in an earlier stage than 
peptic ulcer in the duodenum. This is true not 
only because peptic ulcer seems to be somewhat 
more difficult to cure by medical treatment when 
in the stomach than when in the duodenum, but 
particularly because of the fact that there is an 
undoubted etiologic relation between gastric 
peptic ulcer and gastric ulcer. Every one who 
has studied the pathology of peptic ulcer and 
cancer of the stomach acknowledges this. There 
is great difference of opinion, however, as to the 
percentage of gastric peptic ulcers that give rise 
to cancer. The percentages given range from 
2.2 (Ewing) to 68 (MacCarty). 


In the registration area of the United States, 
which contains 88.5 per cent of the population 
of the United States located in North America, 
statistics show that cancer was the fourth most 
frequent cause of death in 1924, and that there 
were 34,250 deaths from cancer of the stomach 
and liver constituting 37.58 per cent of the total 
number of deaths from cancer in this area 


*Read in Section on Gastro-Enterology, Southern 
Medical Association, Twentieth Annual Meeting, 
Atlanta, Georgia, November 15-18, 1926. 

?From Surgical Department of St. Elizabeth’s Hos- 
pital, Richmond, Virginia. 
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(Soper). As primary cancer of the liver is ex- 
ceedingly rare, and as the statistics are probably 
based upon the primary lesion, the deaths from 


cancer of the stomach would probably constitute 


about 33 per cent of these deaths. 

Cancer of the stomach, then, is one of the 
great problems before us. It seems most prob- 
able that a disease such as chronic peptic ulcer, 
in which there is irritation, hyperemia and pro- 
liferation of cells, when in tissue favorable for 
the development of cancer would be likely to 
give rise to cancer. It is accepted that a gastric 
peptic ulcer 2.5 cm. or more in diameter is al- 
ways suggestive of cancer. That this rule has 
many exceptions I can bear evidence from my 
experience, but a large peptic gastric ulcer that 
shows no tendency to heal should always be re- 
garded as a possible cancer. 

In peptic ulcers of the duodenum the condi- 
tion is somewhat different. While cancer of the 
stomach is common, cancer of the duodenum is 
rare, and when it does occur is more frequently 
found in the ampulla of Vater than in any other 
portion of the duodenum. Cancer of the first 
part of the duodenum, however, is not unknown. 
The infrequency of its occurrence makes any 
consideration of the possibility of malignant 
change in duodenal ulcer unimportant. Per- 
foration and hemorrhage from a duodenal ulcer 
are the outstanding complications, perforation 
calling for immediate operation. Hemorrhage is 
a strong indication for operation, probably not 
immediately unless a transfusion of blood can 
be given, but recurrent hemorrhages from a duo- 
denal ulcer demands a surgical procedure. 

Another form of peptic ulcer which is coming 
to our attention more frequently is gastro-jejunal 
or jejunal ulcer. This is almost unknown with- 
out an antecedent gastro-enterostomy. Just how 
often gastro-enterostomy is followed by gastro- 
jejunal ulcer is a matter of much dispute. Lewi- 
sohn, in a study of sixty-eight cases at Mount 
Sinai Hospital, New York, four to nine years 
after operation, found that the incidence of je- 
junal ulcer following gastro-enterostomy was 34 
per cent. This group included all types of cases. 
It is well known that a jejunal ulcer seldom oc- 
curs when the gastro-enterostomy is done for 
complete or almost complete pyloric or duodenal 
stenosis; so if such cases were eliminated from 
the series, probably the percentage of jejunal 
ulcers following gastro-enterostomy with an open 
pylorus would be greater than 34 per cent. On 
the other hand, the statistics from the Mayo 
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Clinic in a large series of cases represent the 
minimum of from 2 to 4 per cent of jejunal 
ulcers after gastro-enterostomy. 

A jejunal ulcer seems to be largely due to the 
‘gastric juice which comes through the gastro- 
enterostomy and affects the jejunal mucosa 
which is accustomed to an alkaline medium. 
There are doubtless other factors, but the ex- 
periments of Mann and Williamson uphold this 
view. 

In a series of dogs they severed the duodenum at the 
pylorus, closed the end of the duodenum, then cut the 
jejunum farther down, suturing the distal end of the 
jejunum to the stomach and the proximal end of the 
jejunum to the ileum farther down end-to-side. In this 
way all of the alkaline protection from the duodenal 
contents was diverted from that portion of the jejunum 
united to the stomach. In a large percentage of these 
dogs a typical peptic ulcer developed, usually in the 
jejunum just distal to its junction with the stomach. It 
was also found that if this union was disconnected and 
the normal route re-established by uniting the duodenum 
to the stomach, the end of the jejunum containing the 
ulcer being left as a pouch, the ulcer readily healed 
(Mann). 

It is necessary to review these fundamental 
conditions in order to appreciate the type of 
operation that should be done for a peptic ulcer. 
Granting that the ulcer has had for a period of 
several weeks or of several months competent 
medical treatment without material benefit, and 
granting, too, that the ulcer corresponds to the 
other conditions that have been outlined in which 
operation is necessary, what should be done 
about it? 

If the ulcer is gastric and in the pyloric por- 
tion of the stomach, where gastric peptic ulcers 
usually occur, partial gastrectomy is, I believe, 
the best operation. This usually can be done 
according to the modification of the Billroth I 
technic which we have been using for about three 
years. The modification consists chiefly in two 
features: (1) uniting the lesser curvature of the 
stomach along the upper border of the duodenum, 
and (2) flaring open the duodenal stump. The 
work of Alvarez, Klein, Cole and others has 
shown that the axis of peristalsis is along the 
lesser curvature of the stomach and that the 
lesser curvature seems to contain a type of 
neuromuscular tissue from which peristaltic 
waves are initiated as ripples not observable by 
the fluoroscope until they reach about the mid- 
dle of the body of the stomach. Ulcers along 
the lesser curvature produce marked spasm and 
symptoms. The occasional ulcer along the 
greater curvature often gives no symptoms what- 
ever unless there is hemorrhage or perforation. 
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It seems necessary, then, to consider this im- 
portant part of the stomach and to align it as 
nearly as possible in its normal physiologic con- 
dition. In addition to this, it is easier and safer 
to suture a redundancy: along the lower border 
of the stomach than along the upper, because 
any infolding in the lower border is not only 
more accessible but the tissues there are more 
mobile. 

The second modification is to prevent con- 
striction at the outlet of the stomach. An in- 
cision from 1 to 1.5 inches in length is made in 
the anterior surface of the duodenum. This 
flares the end of the duodenum open so that 
suturing it to the thick walls of the stomach will 
not cause constriction. 

The post-operative convalescence of these pa- 
tients after a modified Billroth I operation is 
remarkably smooth. The stomach empties more 
readily than after a gastro-enterostomy or a 
pyloroplasty. We usually make a practice of 
washing out the stomach every six to eight 
hours after a serious stomach operation in order 
to keep it empty and to prevent dilatation. We 
have never had more than six ounces of accum- 
ulated material after one of these modified Bill- 
roth I gastrectomies, whereas after the Polya we 
have found sixteen ounces or more, and after a 
pyloroplasty, or even a gastro-enterostomy under 
certain conditions, it takes several days for 
emptying to be as satisfactory, as it is almost 
immediately after this type of partial gastrec- 
tomy. 

The mortality rate of a properly performed 
partial gastrectomy is low. Since January 1, 
1924, I have done for peptic ulcer of various 
kinds fourteen partial gastrectomies without a 
death. In all of these cases the stomach was 
united to the duodenum, except in one, in which 
the duodenum was so extensively diseased that 
a posterior Polya was done. In three cases the 
stump of the stomach was united to the side of 
the duodenum according to the Finney-Haberer 
technic. In ten, the operation was performed 
according to the modified Billroth I technic de- 
scribed. 

The cardiac part of the stomach can be very 
readily mobilized by cutting adherent bands or 
by dividing the left side of the gastrohepatic 
ligament, and can be carried over to the duo- 
denum. It seems better to mobilize the stomach 
and suture it to the end of the duodenum than 
to do an extensive mobilization of the duodenum 
where there are many important structures and 
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where the nerve supply is abundant and com- 
plicated. 

When the ulcer is about the middle of the 
stomach usually the same type of operation can 
be done. If it is along the lesser curvature of 
the middle of the stomach, and if not large, a 
V-shaped section may be removed, but this 
greatly interferes with peristalsis, because it de- 
stroys temporarily at least the continuity of the 
neuromuscular tissue along the lesser curvature. 
Midgastric or “sleeve” resection of the stomach 
gives a better functional result than a V-shaped 
resection, particularly if the V-shaped resection 
is rather extensive. I am more and more in- 
clined to do a partial gastrectomy after the 
modified Billroth I in practically all gastric 
ulcers in which resection is indicated unless the 
ulcer is too near the cardiac end of the stomach 
to permit this operation. Around the region of 
the ulcer there is often for some distance a 
marked gastritis and hyperemia, and if the gas- 
tric mucosa surrounding the ulcer is not healthy, 
and nothing but a local excision is done, the con- 
ditions that caused the original ulcer are not 
changed and an ulcer may recur in the diseased 
mucosa. A careful diet and the elimination of 
septic foci, which should be done under any 
condition, may prevent such a recurrence, but in 
gastric ulcers a quick emptying of the stomach 
such as is obtained after partial gastrectomy and 
an excision of some of the acid-bearing tissue 
should at least partially correct the conditions 
that predispose to peptic ulcer. It must be re- 
called that the chief stimulus of gastric juice is 
food, and conditions that make for a ready 
emptying of the stomach tend to decrease the 
secretion of gastric juice. The spasm from a 
duodenal or pyloric ulcer produces an excessive 
secretion of gastric juice largely because, while 
the first portion of the meal is emptied quickly, 
a remnant of food is retained to cause an in- 
crease of gastric secretion. If a gastric ulcer is 
removed by a local excision, a pyloroplasty 
should also be done to give physiologic rest by 
lessening the resistance at the pylorus. 

If for any reason the modified Billroth I oper- 
ation cannot be done, the Hofmeister type of 
Billroth II is satisfactory. The upper portion 
of the stump of the stomach is sutured and the 
lower part along the greater curvature is united 
to the jejunum through the transverse mesocolon 
after the manner of a_ gastro-enterostomy. 
Peristalsis occurs only in the right half or two- 
thirds of the stomach, and the left portion is 
tonically contracted while peristalsis is going on 
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in the right portion. Consequently it is not so 
important to have the outlet of the stomach 
along the lesser curvature when one-half or more 
of the stomach is removed, as it is when a lesser 
amount is excised, leaving a part in which per- 
istalsis occurs. When the right half or more of 
the stomach is removed, the remainder contracts 
tonically and the equal pressure will empty along 
the greater curvature much as a rubber bag that 
is punctured at any point. 

With duodenal ulcers the problem is quite 
different. If the ulcer is small and not infiltrat- 
ing, and near the pylorus, a pyloroplasty with 
excision of the ulcer is an ideal operation. Here 
the pathological condition is removed by excision 
of the ulcer. In the pyloroplasty that I have 
been doing for several years the incision should 
never be made farther than an inch into the 
duodenum, but should always be at least twice 
as long in the stomach as in the duodenum. In 
this manner the muscle fibers of the strong pyloric 
canal which is 1.25 inches in length are divided, 
and physiologic rest is given to the tissues in 
this neighborhood. It is the same principle as 
divulsion or division of the sphincter ani after 
cauterization or excision of a fistula in ano. It is 
the great therapeutic principle so well described 
by Hilton in his “Rest and Pain.” 

Doubtless many of the smaller ulcers of this 
description may be cured by medical treatment 
alone, but there are some in which the ulcer 
persists and symptoms are accordingly main- 
tained. An operation of this type does more 
than merely remove the ulcer. The incision into 
the stomach weakens the sphincter, promotes 
rest, and tends to prevent pylorospasm. In cases 
of marked pylorospasm it might be well in addi- 
tion to follow the procedure of Walter Hughson, 
of Johns Hopkins, and sever the branches of the 
vagus nerve along the lesser curvature of the 
stomach as close to the esophagus as possible. 
Hughson has shown that pylorospasm may be 
produced by irritation anywhere in the per- 
itoneum and that this will cause delayed empty- 
ing of the stomach in a dog, but if the vagus 
nerve be severed beneath the diaphragm the arc 
of this reflex is broken and the stomach empties 
more quickly. 

If the peptic ulcer is farther down than the 
first inch, it may be excised, as Judd does, and 
sutured in a transverse incision. In addition to 
this, a small pyloroplasty to weaken the pyloric 
end of the gastric muscles may be done, though 
it is not always necessary. 
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When a duodenal ulcer is extensive, or when 
there are marked adhesions, a pyloroplasty of 
this type is contra-indicated. This pyloroplasty 
is also contra-indicated when there is strong 
stenosis, though it may be used in a very narrow 
band of stenosis. The pyloroplasty of Finney 
would be more applicable in the presence of ad- 
hesions or stenosis, though, when very marked, 
suturing the diseased tissue is unsatisfactory and 
a posterior gastro-enterostomy would doubtless 
be better. The field for this physiologic pyloro- 
plasty which I have described is comparatively 
small, though definite. I am doing it in fewer 
cases now than formerly. Formerly, too, I 
sutured the pyloric mucosa. Dragstedt showed 
that the best way of producing a pyloric ulcer in 
a dog is to place sutures at one point in the 
pyloric mucosa. I found that the recurrences 
of ulcers after this pyloroplasty usually were at 
the end of the suture line where the knots were 
tied. Since abandoning the suturing of the py- 
loric mucosa the results have been much more 
satisfactory. Though the number of cases has 
not been sufficiently large, nor the time since the 
operation long enough to make a definite report, 
I know of no patient except one in whom there 
have been symptoms suggestive of recurrent 
ulcer since adopting this change of technic. This 
patient was relieved of symptoms by medical 
treatment of six weeks or two months by Dr. 
O. O. Ashworth. 


If there is marked stenosis or an extensive 
duodenal ulcer, or if numerous adhesions exist, a 
posterior gastro-enterostomy is satisfactory. I 
combine this operation with occlusion of the 
stomach by passing around the pyloric end of 
the stomach close to the pylorus a stout kan- 
garoo tendon and tying this just snugly enough 
to close the lumen, but not so tightly as to make 
any permanent whitening of the tissue. In this 
way necrosis may be avoided. It is well known 
that in occlusion of the healthy duodenum in 
dogs the lumen rapidly opens, but when the 
tissue is diseased in the human being, and when 
the ligature is not tied tightly enough to produce 
necrosis, results appear to be different. Three 
cases in which the pylorus was closed by kan- 
garoo tendon and a posterior gastro-enterostomy 
was done were examined roentgenologically after 
the operation. One patient examined twenty- 
five days after operation showed a small amount 
of food going through the pylorus. In one case 
examined nineteen months after occlusion and 
gastro-enterostomy, food was passing freely 
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enterostomy stoma. In the third case examined 
ten months after gastro-enterostomy, the pylorus 
was almost entirely occluded, the fluoroscopic ex- 
amination showing only a small amount of food 
going through the pylorus, while most of it was 
discharged through the  gastro-enterostomy 
stoma. Even if the stomach opens up later, the 
temporary closure should give sufficient rest to 
the tissues of the duodenum to promote healing 
and to accentuate cicatricial contraction which 
would probably follow an extensive ulcer and 
would be permanent. 

In jejunal peptic ulcer the best treatment is 
partial gastrectomy, with removal of much of the 
acid-bearing part of the stomach. There seems 
to be no good reason for merely excising the 
ulcer and re-establishing the gastro-enterostomy. 
Lewisohn has found in one case in which the 
gastro-enterostomy was disconnected and the cur- 
rent of food turned into the natural way that 
the healed duodenal ulcer became active again. 
It would seem, then, that the best procedure 
would be to disconnect the gastro-enterostomy 
opening and do a partial gastrectomy. If the 
duodenal lesion still exists, the gastrectomy 
should take the form of a posterior Polya or 
Hofmeister’s modification of the Billroth II. If 
a sufficient amount of the stomach can be ex- 
cised along with the affected portion of the duo- 
denum, the modified Billroth I may be indicated. 


CONCLUSIONS 


The selection of the proper operation for a 
peptic ulcer depends upon a careful study of the 
case and of the conditions when the abdomen is 
opened. The surgeon should not do any routine 
operation for all types of peptic ulcer, but should 
adapt his technical procedure to the individual 


‘under consideration. In all operative cases post- 


operative medical treatment by an internist or a 
gastro-enterologist should be administered for 
several months. 
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DISCUSSION (Abstract) 
Papers of Dr. Verbrycke and Dr. Horsley 


Dr. Max Einhorn, New York, N. Y.—It can be shown 
by x-ray that a very large penetrating ulcer in a few 
weeks of medical treatment, with a reasonable amount 
of food and a regulated diet, will rapidly decrease in 
size and heal. 

Many physicians and surgeons years ago thought 
that the big penetrating ulcer could not be treated med- 
ically. After x-ray pictures had been shown of ulcers 
which later disappeared, the roentgenologist said that 
perhaps it was a spasm. A spasm may occur some- 
times, though it does not show a typical ulcer pic- 
ture. If one picture shows a big ulcer and we follow 
the patient for many weeks and find it in exactly the 
same spot, but growing smaller until it disappears, while 
the general condition improves, we cannot explain that 
as spasm. 

If we can accomplish a medical cure in a severe case, 
certainly cases of the ordinary type are accessible and 
manageable by medical means. 

Patients who are operated upon for ulcer should re- 
ceive medical treatment also. They need supervision 
and regulation of the diet, and this is more necessary 
after an operation than if an operation were not per- 
formed. But if the restricted diet is prolonged it may 
be harmful to the patient. A milk diet over a long 
period will not prove beneficial. An ulcer patient can- 
not be treated indefinitely by the same means. At first, 
he should be put on a rigorous treatment, and we should 
not mind if he loses in weight; but as soon as he has 
been given a period of rest the organism should be 
strengthened, the patient built up. It is often necessary 
to increase and change the diet from week to week, and 
he should not be kept on a strict ulcer diet or liquid 
diet for years, for that is very harmful. Such patients 
will almost never become entirely well. But if we in- 
crease the diet, give greater varieties of food, not so 
much liquid but semi-solid food and then solid food, 
they will improve, no matter what type of ulcer they 
may have. 


Dr. W. D. Haggard, Nashville, Tenn—We all rec- 
ognize the great work that Dr. Einhorn has done in 
gastro-intestinal diseases. The large area which we saw 
in his picture probably did not represent the extent and 
the size of the real ulcer, but rather the inflammatory 
exudate around the perforation. That rapidly subsided 
as each succeeding picture showed, and its disappear- 
ance was not the result of any treatment that may 
have been given, but rather the result of the spontan- 
eous cure of the ulcer. In other words, the first step ot 
the cure of the ulcer had been taken by nature before 
the x-ray picture was made. The ulcer had simply 
perforated through and self-cure would naturally take 
place in the absence of infection. On the same principle 
one might apply a small cautery to the inside of the 
ulcer which would destroy it. I have seen perforat- 
ing ulcers that you could hold in your hand, but they 
Were not really ulcers. They were the big wasp-nest 
of exudate around the ulcer. It is the same with a per- 
foration of the appendix: the mass of the picture is not 
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the ulcer in the appendix but the inflammatory exudate’ 
around it, and when that is uncovered the opening of 
the appendix is just about as large as the lead in a 
pencil. Sub-acute walled-in perforations are most fav- 
orable for a spontaneous cure, but it is a risky thing 
to assume that a given ulcer will have a self-cure by an 
uncontrolled perforation. The best thing to do for 
lesser curative ulcer is not to let nature perforate it from 
the inside, but to perforate it from the outside with the 
Pacquelin cautery under the guidance of the eye, ac- 
cording to the method of Balfour. 

Considering the possibility of malignancy in ulcer of 
the lesser curvature of the stomach, I think the ulcer 
should be excised with the cautery instead of being 
perforated and the tissues drawn over as in the Balfour 
method. Otherwise you destroy the specimen and the 
proof you might have obtained as to whether the ulcer 
was or was not malignant. There is an essential differ- 
ence between duodenal and gastric ulcer. We can be a 
bit more complacent about duodenal ulcer, since its 
worst danger is the likelihood of perforation. When 
you have a perforation of a duodenal ulcer on account 
of the hillock of the hepatic flexure of the colon, the 
fluid flows down into the right iliac fossa and to all 
intents and purposes you have a picture of a perforation 
of the appendix. The first group of perforated duodenal 
ulcers, forty in number, collected by Weir, of the New 
York Hospital, had the diagnosis of appendicitis in 50 
per cent of cases. 

You have doubtless seen cases perforate in the hos- 
pital while being treated medically or while being pre- 
pared for surgical operation. 

The surgeon takes care of only those cases of ulcer 
that are intractable, where there is a large ulcer that is 
notoriously chronic and incurable by. medical means. 

In looking over our group of one hundred cases 
treated surgically, we find that the patients in 80 per 
cent of the cases regarded themselves as cured, while 
three others, giving a percentage of 85, reported them- 
selves practically cured. Another 11 per cent reported 
themselves greatly benefited, while 4 per cent were un- 
improved. We feel that those who were not improved 
had other lesions than the stomach ulcer itself. 

Only two cases to our knowledge in this particular 
—_ of gastro-enterostomies developed gastro-jejunal 
ulcer. 

One of the great insurance companies analyzed the 
after life of a series of gastro-enterostomies for gastric 
ulcer and found that three times as many of those peo- 
ple were dead, as of other persons in the same age group. 
In other words, those who had a gastro-enterostomy for 
gastric ulcer evidently had a degeneration of gastric ulcer 
into cancer. That is the danger of handling a gastric 
ulcer medically, the potentiality of malignant degenera- 
tion. The surgeons have therefore given up gastro- 
enterostomy for gastric ulcer and practice excision. 

The operation that Dr. Horsley described is very in- 
genious and excellent. Personally I have not had oc- 
casion to do it intentionally. Probably we have all 
sometimes gone in there through the pylorus and divided 
it, but we did not have the intelligence and vision to 
see that that was the thing to do. I see the advan- 
tages of the method in the limited number of cases that 
he describes. For the average case, gastro-enterostomy 
ig a very satisfactory procedure. We are coming more 
and more, however, to the excision of all ulcers of the 
duodenum that are accessible. American surgeons are 


loath to take up the elaborate operations of the con- 
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tinental operators, that is of excising large areas, taking 
out a third or a half of the stomach. For certain 
cases the older Billroth operation, taking out the duo- 
denal end of the stomach and end-to-end anastomosis 


is ideal. It is much more of a surgical undertaking 
than a simple gastro-enterostomy, and if the ulcer can- 
not readily be resected the new anastomotic opening of 
a gastro-enterostomy is very satisfactory. 

The present attitude of the gastro-enterologist and 
the surgeon is of close co-operation, a realization that 
the activities of both sides of our special lines of en- 
deavor should be drawn closer together and that with 
the teamwork incident to close observation, both be- 
fore and after operation, we can obtain best results. 


Dr. Julius Friedenwald, Baltimore, Md—In a study 
made by Dr. Finney and me in 1914 and 1915 of a 
hundred gastro-enterostomy operations, compared with 
a similar number of pyloroplasties, the immediate as 
well as the final results were clearly in favor of pyloro- 
plasty. The indications in favor of gastro-enterostomy, 
in our experience, are those instances in which there is 
an inability to mobilize the duodenum, and those cases 
in which there is a thickening and infiltration about the 
pylorus due to hypertrophic ulceration. While pyloro- 
plasty has its limitations, as has been pointed out re- 
cently again by John Finney, Jr., when employed in 
those cases which are adaptable to its use, it is usually 
followed by most satisfactory results. The contra-indi- 
cations to this operation are inability to mobilize the 
duodenum and ulcerations at a distance from the py- 
lorus. The operation has the especial advantage that 
it does not disturb the normal relation between the 
stomach and intestines, as is the case with other oper- 
ations; nor is the normal gastric chemistry altered, as is 
frequently noted in more extensive procedures such as 
pylorectomy. 

We always treat our cases which have been operated 
upon medically. Recently we have followed the plan 
which was first suggested by Matas: on the morning 
of the operation following the washing out of the 
stomach, we introduce a duodenal tube and allow it to 
remain in after operation, forcing it during the oper- 
ation into and past the duodenum. This tube remains 
in and we are thus able to treat our cases medically very 
well according to the Einhorn method. 


Dr. Seale Harris, Birmingham, Ala—Any patient with 
ulcer who is in the cancer age should have the opportu- 
nity of cure by surgery and we should not delay his 
opportunity in the hope of a medical cure. The only 
chance for a cure in carcinoma of the stomach lies in 
getting the case early. 

I know of nothing that has done more harm and that 
has lowered standards of treatment of ulcer cases more 
than the routine dieting of them. An ulcer case is 
usually put on some one of the different modifications 
of the Lenhartz treatment and carried through that diet. 
Our studies with diabetes have shown us the fallacy 
of the routine diet. : 


The preparation of the patient for operation is most 
important and can materially reduce the mortality. We 
have a problem particularly in those cases in which 
there is a pyloric stenosis. The patient is being starved 
to death, with a stomach full of food; dehydrated 
with a stomach full of fluid. It should be remembered 
that fluids, water, alcohol, and to some extent carbo- 
hydrates, are absorbed directly from the stomach if the 
stomach has no other food, but if food is present there 
is practically no absorption. Preparation for operation, 
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particularly in the old cases with gastric retention and 
stenosis, is a question of hydration, of filling the pa- 
tient’s arteries and tissues with fluid, and the best 
method of doing that is to put the patient on largely a 
glucose and carbohydrate diet, with orange juice, wash- 
ing out the stomach at night, and leaving it at rest be- 
fore fluids are taken in the morning. Oftentimes 5-10 
per cent intravenous glucose is given once or twice a 
day, two or three days before operation; and as Moyni- 
han has advised, transfusion of the patient the day be- 
fore operation has been found to be beneficial. 

The problem of feeding before and after operation is 
an entirely different one, and the problem of medical 
treatment is different also. Before operation you have 
often an excess of hydrochloric acid and a_ tendency 
more or less to acidosis. The low fat, high carbohydrate 
diet is important. Following an operation for gastric 
ulcer, acidosis is one of the important post-operative 
complications. The patient should have no fat for sev- 
eral days. He should be given a high glucose diet if he 
is dehydrated. 

Before operation the alkalies are very helpful, but 
the patient must not be brought into a state of alka- 
losis. In 1897 I made a study of patients who showed 
absence of hydrochloric acid in the stomach. One of 
my earliest cases of gastro-enterostomy showed eight 
or nine years afterward the absence of hydrochloric 
acid. We are giving to many patients now dilute hydro- 
chloric acid several days after gastro-enterostomy. 


Dr. R. A. Barr, Nashville, Tenn—The surgeon who 
is not a member of a clinic does not often have to de- 
cide when ulcer becomes surgical. Everyone interested 
knows that it is surgical or hopeless before he sees the 
case, so that the matter of when ulcer is surgical is not 
one that I wish to discuss. 

The question is, what surgery should be done when 
the patient is brought to us? I cannot exactly see that 
we can claim a surgical cure when it is necessary to 
carry on such a long post-operative medical treatment 
as has been suggested. The surgeon who says that pro- 
longed post-operative treatment is necessary in peptic 
ulcer cases must admit that his surgery is more an aid 
to medical cure than it is an actual surgical cure. 

There is fair uniformity of surgical opinion with re- 
gard to gastric ulcer, but not with duodenal ulcer. 
The tendency now is to advise for duodenal ulcer on 
the anterior wall some type of gastro-duodenostomy, 
the ulcer to be resected in the process of making the 
opening if possible. If the duodenum is not mobile, or 
capable of being mobilized, and particularly when the 
ulcer is on the posterior wall, gastro-jejunostomy should 
be done. This is called conservative surgery. More 
crimes have been committed in the name of conserva- 
tism than in the name of religion, and for that matter 
every surgeon thinks he is conservative. A weak spot 
in this conservative advice is that the advisor does not 
tell you that the alternative operation of gastro- 
‘jejunostomy is one of necessity and not of choice when 
gastro-duodenostomy cannot be done, and that he knows 
in advance that no one claims that gastro-jejunostomy is 
satisfactory for ulcer on the posterior wall of the duo- 
denum. 

Some ulcers fail to get well under conservative sur- 
gery, plus prolonged post-operative medical care. Dr. 
Horsley advises partial gastrectomy for gastro-jejunal 
ulcer. Partial gastrectomy cures peptic ulcer, gastric, 
duodenal, gastro-jejunal and jejunal, and it is the only 
operation that does with reasonable certainty cure ex- 
isting ulcer and prevent recurrence. Then why not do 
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it uniformly in the first place? Partial gastrectomy is 
a real piece of surgery. It cannot be done by everyone 
who calls himself a surgeon, though it does not demand 
the highest surgical skill. Dr. W. J. Mayo has stated 
that if partial gastrectomy is done for duodenal ulcer 
the mortality should compare favorably with that of 
gastro-jejunostomy, and Dr. D. C. Balfour states that 
the former operation entails but little more risk. 


In these discussions we should keep the fact to the 
front that partial gastrectomy is the actual curative 
operation. When we begin doing curative surgery for 
ulcer, the reaction now plainly noticeable against ulcer 
surgery on the part of independent internists will be 
checked, and no longer will such a large per cent of the 
cases coming to surgery outside of the clinics be either 
perforated, obstructive, bleeding seriously or persistent. 


Dr. Burr Ferguson, Birmingham, Ala—Laboratory 
determinations of Metchnikoff years ago convinced him 
that resistance, repair and the demolition of pathological 
tissue was due to the activity and numbers of the white 
blood cells. 


It is a demonstrable fact that mercury, arsenic, 
quinin and other agents most used in the treatment of 
infections have the common property of a stimulation 
of the production of the white blood cells, as will be 
seen from the counts done in the South Hants Hos- 
pital, Southampton, England, and in the laboratories of 
Dr. W. E. Deeks, of the United Fruit Company. 

In application of this principle to the treatment of 
ulcer of the duodenum, my associate, Dr. B. C. Gillen, 
of the Alabama Health Service, gave three injections of 
arsphenamine at ten-day intervals to a patient with this 
condition, putting him at once on a general diet. After 
the first injection of arsphenamine, there were no further 
evidences of the ulcer of the duodenum. 

Immediate good effect is seen in the treatment of 
Corneal ulcers and the so-called non-specific ulcer of the 
leg from the application of this principle. I can see no 
reason why one might not have the same result in the 
treatment of ulcers of the stomach. 


Dr. Sidney K. Simon, New Orleans, La—Teamwork 
between medical men and surgeons in the treatment of 
peptic ulcer has been stressed this morning. One of the 
difficulties that I have experienced in contemplating the 
therapy of peptic ulcer is to know when the case is 
essentially medical and when it becomes essentially 
surgical. The diagnosis of peptic ulcer is by no means 
always easy, and this is particularly true in duodenal 
ulcer. In many instances my diagnostic ability is 
stretched to the utmost to decide whether I am dealing 
with a duodenal ulcer or whether I have at hand some 
other abdominal lesion, notably a lesion of the biliary 
tract. In a case of doubtful diagnosis, it is unfair to 
subject a patient to treatment for peptic ulcer. The 
long-drawn-out cure for peptic ulcer is not a thing that 
patients should be subjected to unless there is a very 
excellent and definite ground for the diagnosis of that 
condition. 


When the case is, however, definitely decided upon as 
one of peptic ulcer, the next difficult point is to decide 
whether it should be treated medically or surgically. 
There are some very definite surgical indications and I 
have grouped them in my mind as follows: first, a long- 
drawn-out, indurated, callous ulcer base. Those cases 


are not readily amenable to medical treatment. Second, 
the definite pyloric obstructions from cicatrices. Third, 
perforation whether of the type described this morning 
by Dr. Einhorn, an encapsulated perforation, or the 
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more acute type. Both seem to me to be definitely 
surgical indications. Fourth, hemorrhage of a persistent 
nature which does not readily yield to medical treat- 
ment. And, fifth, the hour glass contractions or marked 
deformities of any type resulting from ulceration of the 
stomach. Yet it is often difficult to decide from your 
clinical analysis of the case or from the x-ray inter- 
pretation whether these lesions really exist. For ex- 
ample, when is an ulcer so callous, so indurated as to 
demand surgery? The history of the case does not 
supply the diagnosis, because the chronicity of the ulcer 
ee not necessarily mean great callousness of the ulcer 


The point has often been brought to my attention at 
the operating table that a pyloric obstruction diagnosed 
clinically and by x-ray has been more apparent than 
real. A gastric retention even of twelve to twenty- 
four hours’ duration does not necessarily mean actual 
marked obstruction at the pylorus. Very marked pyloric 
obstruction with retention can be caused by a very 
small ulcer in the pyloric antrum or on the pylorus 
with considerable inflammatory edema. A case of that 
type would then be amenable to medical treatment. It 
is not easy to decide from our present diagnostic 
criteria whether a case really presents definite surgical 
indications, or whether it is still within the bounds of 
medical treatment. 

Granted that the case is one for surgical treatment, I 
want to subscribe to the principles outlined by Dr. 
Verbrycke and Dr. Horsley this morning and to utter 
my protest against the universal custom that has ob- 
tained in so many surgical clinics in the past, of con- 
sidering peptic ulcer cases that come to a surgical oper- 
ation as indications for gastro-enterostomy, while the 
other forms of surgical treatment are relegated to the 
background. In many cases a gastro-enterostomy per- 
formed in the base of a peptic ulcer is poor treatment 
and leaves the patient in almost as helpless a condition 
as he was before the operation was undertaken. 


Dr. Verbrycke (closing).—We hear the surgeons and 
medical men say, “Let’s get together,” but I see in my 
rounds at the hospital cases that may have come direct 
to the surgeons and the treatment is being carried on 
according to their own ideas. Three days after oper- 
ation I see them giving broths, the strongest stimulant 
of hydrochloric acid known. 


Almost any ulcer inside of four days of treatment be- 
comes free from symptoms. The ulcer starts to go into 
a more or less latent state, and therefore it might be 
better to operate upon these cases in the latent state, 
and even to create such a latent state before operation. 


Cases which recur after the trial medical treatment 
and those which are complicated are treated by the com- 
bined method of a simple operation such as gastro- 
enterostomy or pyloroplasty followed by the regular 
medical treatment. The very small number which fail 
to be cured after this may have a medical partial 
gastrectomy. 


Dr. Horsley (closing) —It seems unfortunate to do 
a radical operation for every lesion in the stomach. One 
might just as well say that you can cure all lesions be- 
low the knee by amputating through the lower thigh. 
There may be a small persistent ulcer in the duodenum 
or an extensive infiltrating ulcer, or various types of 
almost complete obstruction of the stomach. I have 
tried to stress the fact that ulcers of the stomach are 
more serious because of the incidence of cancer, and be- 
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tinental operators, that is of excising large areas, taking 
out a third or a half of the stomach. For certain 
cases the older Billroth operation, taking out the duo- 
denal end of the stomach and end-to-end anastomosis 
is ideal. It is much more of a surgical undertaking 
than a simple gastro-enterostomy, and if the ulcer can- 
not readily be resected the new anastomotic opening of 
a gastro-enterostomy is very satisfactory. 

The present attitude of the gastro-enterologist and 
the surgeon is of close co-operation, a realization that 
the activities of both sides of our special lines of en- 
deavor should be drawn closer together and that with 
the teamwork incident to close observation, both be- 
fore and after operation, we can obtain best results. 


Dr. Julius Friedenwald, Baltimore, Md.—In a study 
made by Dr. Finney and me in 1914 and 1915 of a 
hundred gastro-enterostomy operations, compared with 
a similar number of pyloroplasties, the immediate as 
well as the final results were clearly in favor of pyloro- 
plasty. The indications in favor of gastro-enterostomy, 
in our experience, are those instances in which there is 
an inability to mobilize the duodenum, and those cases 
in which there is a thickening and infiltration about the 
pylorus due to hypertrophic ulceration. While pyloro- 
plasty has its limitations, as has been pointed out re- 
cently again by John Finney, Jr.. when employed in 
those cases which are adaptable to its use, it is usually 
followed by most satisfactory results. The contra-indi- 
cations to this operation are inability to mobilize the 
duodenum and ulcerations at a distance from the py- 
lorus. The operation has the especial advantage that 


it does not disturb the normal relation between the 


stomach and intestines, as is the case with other oper- 
ations; nor is the normal gastric chemistry altered, as is 
frequently noted in more extensive procedures such as 
pylorectomy. 

We always treat our cases which have been operated 
upon medically. Recently we have followed the plan 
which was first suggested by Matas: on the morning 
of the operation following the washing out of the 
stomach, we introduce a duodenal tube and allow it to 
remain in after operation, forcing it during the oper- 
ation into and past the duodenum. This tube remains 
in and we are thus able to treat our cases medically very 
well according to the Einhorn method. 


Dr. Seale Harris, Birmingham, Ala—Any patient with 
ulcer who is in the cancer age should have the opportu- 
nity of cure by surgery and we should not delay his 
opportunity in the hope of a medical cure. The only 
chance for a cure in carcinoma of the stomach lies in 
getting the case early. 

I know of nothing that has done more harm and that 
has lowered standards of treatment of ulcer cases more 
than the routine dieting of them. An ulcer case is 
usually put on some one of the different modifications 
of the Lenhartz treatment and carried through that: diet. 
Our studies with diabetes have shown us the fallacy 
of the routine diet. ; 

The preparation of the patient for operation is most 
important and can materially reduce the mortality. We 
have a problem particularly in those cases in which 
there is a pyloric stenosis. The patient is being starved 
to death, with a stomach full of food; dehydrated 
with a stomach full of fluid. It should be remembered 
that fluids, water, alcohol, and to some extent carbo- 
hydrates, are absorbed directly from the stomach if the 
stomach has no other food, but if food is present there 
is practically no absorption. Preparation for operation, 
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particularly in the old cases with gastric retention and 
stenosis, is a question of hydration, of filling the pa- 
tient’s arteries and tissues with fluid, and the best 
method of doing that is to put the patient on largely a 
glucose and carbohydrate diet, with orange juice, wash- 
ing out the stomach at night, and leaving it at rest be- 
fore fluids are taken in the morning. Oftentimes 5-10 
per cent intravenous glucose is given once or twice a 
day, two or three days before operation; and as Moyni- 
han has advised, transfusion of the patient the day be- 
fore operation has been found to be beneficial. 

The problem of feeding before and after operation is 
an entirely different one, and the problem of medical 
treatment is different also. Before operation you have 
often an excess of hydrochloric acid and a tendency 
more or less to acidosis. The low fat, high carbohydrate 
diet is important. Following an operation for gastric 
ulcer, acidosis is one of the important post-operative 
complications. The patient should have no fat for sev- 
eral days. He should be given a high glucose diet if he 
is dehydrated. 

Before operation the alkalies are very helpful, but 
the patient must not be brought into a state of alka- 
losis. In 1897 I made a study of patients who showed 
absence of hydrochloric acid in the stomach. One of 
my earliest cases of gastro-enterostomy showed eight 
or nine years afterward the absence of hydrochloric 
acid. We are giving to many patients now dilute hydro- 
chloric acid several days after gastro-enterostomy. 


Dr. R. A. Barr, Nashville, Tenn—The surgeon who 
is not a member of a clinic does not often have to de- 
cide when ulcer becomes surgical. Everyone interested 
knows that it is surgical or hopeless before he sees the 
case, so that the matter of when ulcer is surgical is not 
one that I wish to discuss. 

The question is, what surgery should be done when 
the patient is brought to us? I cannot exactly see that 
we can claim a surgical cure when it is necessary to 
carry on such a long post-operative medical treatment 
as has been suggested. The surgeon who says that pro- 
longed post-operative treatment is necessary in peptic 
ulcer cases must admit that his surgery is more an aid 
to medical cure than it is an actual surgical cure. 

There is fair uniformity of surgical opinion with re- 
gard to gastric ulcer, but not with duodenal ulcer. 
The tendency now is to advise for duodenal ulcer on 
the anterior wall some type of gastro-duodenostomy, 
the ulcer to be resected in the process of making the 
opening if possible. If the duodenum is not mobile, or 
capable of. being mobilized, and particularly when the 
ulcer is on the posterior wall, gastro-jejunostomy should 
be done. This is called conservative surgery. More 
crimes have been committed in the name of conserva- 
tism than in the name of religion, and for that matter 
every surgeon thinks he is conservative. A weak spot 
in this conservative advice is that the advisor does not 
tell you that the alternative operation of gastro- 
jejunostomy is one of necessity and not of choice when 
gastro-duodenostomy cannot be done, and that he knows 
in advance that no one claims that gastro-jejunostomy is 
satisfactory for ulcer on the posterior wall of the duo- 
denum. 

Some ulcers fail to get well under conservative sur- 
gery, plus prolonged post-operative medical care. Dr. 
Horsley advises partial gastrectomy for gastro-jejunal 
ulcer. Partial gastrectomy cures peptic ulcer, gastric, 
duodenal, gastro-jejunal and jejunal, and it is the only 
operation that does with reasonable certainty cure ex- 
isting ulcer and prevent recurrence. Then why not do 
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it uniformly in the first place? Partial gastrectomy is 
a real piece of surgery. It cannot be done by everyone 
who calls himself a surgeon, though it does not demand 
the highest surgical skill. Dr. W. J. Mayo has stated 
that if partial gastrectomy is done for duodenal ulcer 
the mortality should compare favorably with that of 
gastro-jejunostomy, and Dr. D. C. Balfour states that 
the former operation entails but little more risk. 


In these discussions we should keep the fact to the 
front that partial gastrectomy is the actual curative 
operation. When we begin doing curative surgery for 
ulcer, the reaction now plainly noticeable against ulcer 
surgery on the part of independent internists will be 
checked, and no longer will such a large per cent of the 
cases coming to surgery outside of the clinics be either 
perforated, obstructive, bleeding seriously or persistent. 


Dr. Burr Ferguson, Birmingham, Ala.—Laboratory 
determinations of Metchnikoff years ago convinced him 
that resistance, repair and the demolition of pathological 
tissue was due to the activity and numbers of the white 
blood cells. 

It is a demonstrable fact that mercury, arsenic, 
quinin and other agents most used in the treatment of 
infections have the common property of a stimulation 
of the production of the white blood cells, as will be 
seen from the counts done in the South Hants Hos- 
pital, Southampton, England, and in the laboratories of 
Dr. W. E. Deeks, of the United Fruit Company. 

In application of this principle to the treatment of 
ulcer of the duodenum, my associate, Dr. B. C. Gillen, 
of the Alabama Health Service, gave three injections of 
arsphenamine at ten-day intervals to a patient with this 
condition, putting him at once on a general diet. After 
the first injection of arsphenamine, there were no further 
evidences of the ulcer of the duodenum. 

Immediate good effect is seen in the treatment of 
Corneal ulcers and the so-called non-specific ulcer of the 
leg from the application of this principle. I can see no 
reason why one might not have the same result in the 
treatment of ulcers of the stomach. 


Dr. Sidney K. Simon, New Orleans, La—Teamwork 
between medical men and surgeons in the treatment of 
peptic ulcer has been stressed this morning. One of the 
difficulties that I have experienced in contemplating the 
therapy of peptic ulcer is to know when the case is 
essentially medical and when it becomes essentially 
surgical. The diagnosis of peptic ulcer is by no means 
always easy, and this is particularly true in duodenal 
ulcer. In many instances my diagnostic ability is 
stretched to the utmost to decide whether I am dealing 
with a duodenal ulcer or whether I have at hand some 
other abdominal lesion, notably a lesion of the biliary 
tract. In a case of doubtful diagnosis, it is unfair to 
subject a patient to treatment for peptic ulcer. The 
long-drawn-out cure for peptic ulcer is not a thing that 
patients should be subjected to unless there is a very 
excellent and definite ground for the diagnosis of that 
condition. 

When the case is, however, definitely decided upon as 
one of peptic ulcer, the next difficult point is to decide 
whether it should be treated medically or surgically. 
There are some very definite surgical indications and I 
have grouped them in my mind as follows: first, a long- 
drawn-out, indurated, callous ulcer base. Those cases 
are not readily amenable to medical treatment. Second, 
the definite pyloric obstructions from cicatrices. Third, 
perforation whether of the type described this morning 
by Dr. Einhorn, an encapsulated perforation, or the 
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more acute type. Both seem to me to be definitely 
surgical indications. Fourth, hemorrhage of a persistent 
nature which does not readily yield to medical treat- 
ment. And, fifth, the hour glass contractions or marked 
deformities of any type resulting from ulceration of the 
stomach. Yet it is often difficult to decide from your 
clinical analysis of the case or from the x-ray inter- 
pretation whether these lesions really exist. For ex- 
ample, when is an ulcer so callous, so indurated as to 
demand surgery? The history of the case does not 
supply the diagnosis, because the chronicity of the ulcer 
a not necessarily mean great callousness of the ulcer 


The point has often been brought to my attention at 
the operating table that a pyloric obstruction diagnosed 
clinically and by x-ray has been more apparent than 
real. A gastric retention even of twelve to twenty- 
four hours’ duration does not necessarily mean actual 
marked obstruction at the pylorus. Very marked pyloric 
obstruction with retention can be caused by a very 
small ulcer in the pyloric antrum or on the pylorus 
with considerable inflammatory edema. A case of that 
type would then be amenable to medical treatment. It 
is not easy to decide from our present diagnostic 
criteria whether a case really presents definite surgical 
indications, or whether it is still within the bounds of 
medical treatment. 

Granted that the case is one for surgical treatment, I 
want to subscribe to the principles outlined by Dr. 
Verbrycke and Dr. Horsley this morning and to utter 
my protest against the universal custom that has ob- 
tained in so many surgical clinics in the past, of con- 
sidering peptic ulcer cases that come to a surgical oper- 
ation as indications for gastro-enterostomy, while the 
other forms of surgical treatment are relegated to the 
background. In many cases a gastro-enterostomy per- 
formed in the base of a peptic ulcer is poor treatment 
and leaves the patient in almost as helpless a condition 
as he was before the operation was undertaken. 


Dr. Verbrycke (closing)—We hear the surgeons and 
medical men say, “Let’s get together,” but I see in my 
rounds at the hospital cases that may have come direct 
to the surgeons and the treatment is being carried on 
according to their own ideas. Three days after oper- 
ation I see them giving broths, the strongest stimulant 
of hydrochloric acid known. 

Almost any ulcer inside of four days of treatment be- 
comes free from symptoms. The ulcer starts to go into 
a more or less latent state, and therefore it might be 
better to operate upon these cases in the latent state, 
and even to create such a latent state before operation. 

Cases which recur after the trial medical treatment 
and those which are complicated are treated by the com- 
bined method of a simple operation such as gastro- 
enterostomy or pyloroplasty followed by the regular 
medical treatment. The very small number which fail 
to be cured after this may have a medical partial 
gastrectomy. 


Dr. Horsley (closing).—It seems unfortunate to do 
a radical operation for every lesion in the stomach. One 
might just as well say that you can cure all lesions be- 
low the knee by amputating through the lower thigh. 
There may be a small persistent ulcer in the duodenum 
or an extensive infiltrating ulcer, or various types of 
almost complete obstruction of the stomach. I have 
tried to stress the fact that ulcers of the stomach are 
more serious because of the incidence of cancer, and be- 
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medical treatment. Other things being equal, I agree 
with Dr. Verbrycke that it is better to try the milder 
operation first, even though a small percentage of cases 
may not be cured. In this event a more radical oper- 
ation can be done later. 

Large, infiltrating duodenal ulcers can hardly be man- 
aged by gastrectomy. Those that I see, where there is 
a large inflammatory exudate at the head of the pan- 
creas, I cannot remove, and I feel that the mortality 
would be enormous. But you can cure a focus of in- 
fection sometimes by methods that do not necessarily 
mean extirpation. An ulcer of the leg may be cured by 
excising and skin grafting, but frequently also by local 
applications and by rest. It takes longer, perhaps, but 
the focus of infection is eliminated. These extensive 
duodenal ulcers that are difficult to excise can be given 
physiologic rest by tying off the pyloric end of the 
stomach and doing a gastro-jejunostomy. When the 
ulcer is cured the focus of infection eventually is 
eliminated just as if it had been extirpated and without 
the enormously high mortality. A focus of infection 
should be rethoved with the view in mind of how the 
patient will be affected after the treatment is supposed 
to be through. It is a question both of primary mor- 
tality and ultimate morbidity. 


RESISTANCE OF LOWER ANIMALS TO 
COMBINED ACTION OF DIPHTHERIA 
TOXIN AND DIGITALIS*+ 


By Cuas. C. Haske, M.D., 
Richmond, Va. 


Is digitalis injurious or beneficial when ad- 
ministered to patients suffering from acute in- 
fectious disease with cardiac involvement? This 
question has excited the greatest interest in con- 
nection with the use of the drug in the treatment 
of lobar pneumonia; but many of the contribu- 
tions that have appeared in the literature consist 
largely of expressions of the author’s personal 
views, unsupported by positive evidence. Al- 
though significant results have been obtained ex- 
perimentally,! an investigation of the influence 
of digitalis on the course of pneumonia in lower 
animals is rendered difficult from the necessity of 
using living cultures. Competent clinicians have 
recommended digitalis in the treatment of heart 
weakness occurring in the course of diphtheria,” 
and, from a consideration of the changes that 
may be discovered in the heart muscle post- 
mortem, the employment of the drug here would 
seem to be as rational as its use in any other 
acute infectious disease. If it could be demon- 
strated experimentally that digitalis is definitely 
injurious to animals poisoned by diphtheria toxin, 
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it would suggest, at least, that the drug would be 
injurious in the presence of some other form of 
intoxication with similar changes in the cardiac 
muscle. Diphtheria toxin is comparatively 
stable and its dosage may be controlled accu- 
rately; factors which render it superior to a liv- 
ing culture in attempting to evaluate any thera- 
peutic procedure. 

In 1922, McCulloch called attention* to the 
similarity of the electrocardiograms from pa- 
tients ill with diphtheria and from those to whom 
toxic doses of digitalis had been administered. 
From this observation and certain theoretical 
considerations, the author concluded that the ad- 
ministration of digitalis in clinical diphtheria 
could do nothing but harm. McCulloch’s con- 
tention seemed to be supported by the experi- 
ments of Bush,‘ in which it was shown that the 
administration of diphtheria toxin to frogs and 
to dogs rendered these animals much more sus- 
ceptible to the toxic action of the drug than was 
the case in the controls. In the past year, Ed- 
munds and Cooper® find that in dogs poisoned 
by massive doses of diphtheria toxin “. . . it 
appears as if the diseased condition of the heart 
muscle must render it more susceptible to the 
digitalis glucosides.” 

McCulloch’s observation scarcely constitutes 
proof that the therapeutic administration of digi- 
talis in diphtheria would be injurious. Because 
very large amounts of the drug may lead to 
functional changes in the heart resembling those 
seen in certain cases of diphtheria, it by no 
means follows that small doses will prevent or 
retard the recovery of patients suffering from 
diphtheria. Bush used enormous doses of digi- 
talis; and the unfavorable results seen by Ed- 
munds and Cooper followed the administration 
of very large amounts of digitalis. On the other 
hand, Edmunds and Cooper state that, although 
the heart muscle showed hemorrhage and _ ne- 
crosis, nevertheless it “reacted favorably” to 
smaller amounts of the drug. In view of the 
uncertainty which seemed to exist regarding the 
therapeutic use of digitalis in diphtheria intoxi- 
cation, and in the hope that further light on this 
phase of the question might be of some value in 
enabling us to arrive at a positive conclusion as 
to the role of digitalis in the therapy of acute 
infectious diseases as a whole, the attempt has 
been made to determine the results following the 
combined administration of diphtheria toxin and 
digitalis to lower animals. 

Three samples of tincture of digitalis were 
used in the present study; these were all perco- 
lated from leaf grown in the vicinity of Rich- 
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mond, and had been in the laboratory for from 
one to three years. Three samples of diphtheria 
toxin, also, were employed; one of these was 
furnished by Messrs. Parke, Davis & Co., the 
other two, by the Lederle Antitoxin Laboratories. 
Guinea-pigs, cats, and dogs have served as ex- 
perimental animals. 

In the first experiments to be discussed, the 
object was to ascertain whether the previous ad- 
ministration of diphtheria toxin lowered the re- 
sistance of animals to poisoning by the digitalis 
bodies. 


For this purpose, twenty dogs received intravenously 
varying doses of diphtheria toxin; and, after the lapse 
of 48 hours, the amount of ouabain or of tincture of 
digitalis necessary to cause death was determined by the 
method of Hatcher and Brody.® In addition to the dogs 
that were given the toxin, eight animals were used as 
controls for the ouabain and five as controls for the 
tincture of digitalis. The amount of toxin given was 
much in excess of the minimum lethal dose, the largest 
dose being approximately seven times greater, and the 
smallest, four times. Even in the short period of 48 
hours, five of the toxin dogs had already succumbed and 
in others, the condition was so poor that no anesthetic 
was required for the operative procedure incident to in- 
sertion of a cannula into the femoral vein for injection 
of the solution of the digitalis body. A summary of the 
results obtained in these experiments is given in Table I. 


TABLE I 
LETHAL DOSE OF OUABAIN OR OF TINCTURE OF 
DIGITALIS FOR NORMAL DOGS OR FOR DOGS 
POISONED BY DIPHTHERIA TOXIN. 
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Lethal Dose 


Condition at the End of 48 
Hours mg. x kg. 


Dead. 
Moribund; no anesthetic needed. 
0.007 | Moribund; no anesthetic needed. 


| 
Ouabain; 0.109 
Ouabain; 0.106 


0.007 | Moribund; no anesthetic needed. |Ouabain; 0.086 
0 Control. Ouabain; 0.153 
@ | Control. Ouabain; 0.159 
0.005 | Very sick; light ether. Ouabain; 0.110 
0.005 | Very sick; light ether. Ouabain; 0.181 
0.005 | Very sick; light ether. Ouabain; 0.116 
0 Control. Ouabain; 0.145 
i Control. Ouabain; 0.214 


Very sick; light ether. 


0.004 Ouabain; 0.065 
0.004 | Very sick; light ether. Ouabain; 0.111 
0.004 | Dead. 
0.004 | Very sick; light ether. |Ouabain; 0.168 
0.004 ead. 
0.004 | Moderately sick. Ouabain; 0.175 
¢ Control. Ouabain; 0.215 
0 Control. Ouabain; 0.183 
0 Control. Ouabain; 0.142 
0 Control. 0.220 
0.004 | Very sick; no anesthetic. Digitalis; 106* 
0.004 | Very sick; light ether. Digitalis; 71* 
0.004 | Very sick; light ether. Digitalis; 46* 
0.004 | Very sick; light ether. Digitalis; 58* 
0.004 | Very sick; light ether. Digitalis; 112* 
9 Control. |Digitalis; 122* 
0 Control. |Digitalis; 106* 
0 Control. Digitalis; 120* 
0 Control. Digitalis; 140* 
0 Control. Digitalis; 138* 
* 
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The average lethal dose of ouabain for all of 
the controls was 0.179 mg. per kilogram; that 
for all of the diphtheria dogs, 0.123 mg. pet 
kilogram. Inspection of the table, however, re- 
veals the fact that there were two of the diph- 
theria dogs that succumbed to quite small doses 

f the ouabain: 0.086 and 0.065 mg. per kilo- 
gram, respectively. If these two animals are 
discarded, the average for the diphtheria dogs 
is changed to 0.135 mg. per kilogram. In the 
series where the tincture of digitalis was used, 
the average for all of the controls was 125 mg. 
leaf per kilogram, while that for the controls 
was about 79 mg. per kilogram. In this series, 
also, there are encountered two animals that re- 
quired much smaller doses of the digitalis glu- 
cosides to cause death than was the case in the 
others, one dog succumbing to 58 mg. per kilo- 
gram, and the other requiring only 46 mg. per 
kilogram. Discarding these animals, the aver- 
age for the diphtheria dogs is raised to 96 mg. 
per kilogram. 

In drawing conclusions from these figures, it 
must be borne in mind that the animals that had 
been given the diphtheria toxin were very ill at 
the time of testing their resistance to the digi- 
talis, with a single exception. In spite of this 
fact, the results obtained indicate that more 
than half the ordinary lethal dose of the digitalis 
body normally required was necessary to cause 
death; indeed, with the ouabain, the average 
lethal dose for all of the diphtheria dogs was 
only about one-third less than the average for 
the controls. What would be the effect of 
smaller amounts of digitalis; amounts compara- 
ble to those that are used clinically? In order 
to determine this, a number of animals were 
given varying doses of the toxin and, at the 
same time, a single, sub-lethal dose of the tinc- 
ture of digitalis; and the course of the intoxica- 
tion in these animals compared with that in an 
equal number of controls that received the same 
dose of the toxin but were given no digitalis. 

The first experiments of this nature were 
carried out on guinea pigs. The toxin was in- 
jected subcutaneously in doses varying from the 
minimum lethal dose to approximately two and 
a half times this. To secure the digitalis effects, 
tincture A was employed. This tincture, when 
evaporated almost to dryness on a water bath, 
suspended in saline, and injected subcutaneously 
into guinea-pigs, was found in December, 1924, 
to have a minimum lethal dose of about 0.0024 
c.c. per gram body weight. The dose of this 


tincture administered in the toxin experiments 
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varied from 20 to 85 per cent of this determined 
lethal dose, the method of administration here 
also being by subcutaneous injection. 

With doses of the toxin of approximately twice 
the minimum lethal dose and doses of the digi- 
talis suspension varying from 20 to 41 per cent 
of the minimum lethal dose, the effect of the 
drug was not apparent, as may be seen in Ta- 
ble 2. 

TABLE II 


EFFECT OF MODERATE DOSES OF DIGITALIS ON 
RESISTANCE OF GUINEA-PIGS TO POISONING 
BY DIPHTHERIA TOXIN 


Toxin igitalis Duration of 


Weight D 
i c.c. x Kg. %M.L.D. Life in Days 


0 
0 
0 
0 


2 
20 


11 

11 

12 
Survived 


With doses of the tincture from 20 per cent 
of the minimum lethal dose and doses of the 
toxin of 0.065 and 0.060 c.c. per kilogram, the 
influence of the drug on the duration of life is 
not apparent, the average duration for the 
digitalized animals being 4.7 days, as compared 
with 4.1 days in the controls. With an increase 
in the dose of the tincture to 62 per cent of the 
minimum lethal dose, the mortality among the 
controls was 100 per cent, while in the digitalized 
pigs it was only 50 per cent. Opposed to this, 
however, is the fact that the duration of life in 
the case of the two digitalized animals that suc- 
cumbed was distinctly less than that for the 
controls. 

Increasing the dose of the tincture to 85 per 
cent of the minimum lethal dose seemed to lead 
to a deleterious effect, as is apparent from 
Table 3. 

The minimum lethal dose for this sample of toxin was 
between 0.0020 and 0.0025 c.c. per kilogram body weight. 
When the smaller of these amounts was injected alone, 
the mortality among the pigs was 25 per cent; when it 
was injected in conjunction with 85 per cent of the 
minimum lethal dose of the tincture, the mortality was 
75 per cent, two of the treated animals succumbing in 
less than twenty-four hours. 


Experiments were next carried out on dogs. 
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TABLE III 


EFFECT OF LARGE DOSES OF DIGITALIS ON 
RESISTANCE OF GUINEA-PIGS TO POISONING 
BY DIPHTHERIA TOXIN 


Digitalis Duration of 


Toxin 
%M.L.D. Life in Days 


Weight 
G c.c, x Kg. 


2 
Survived 
Survived 
Survived 


1 


1 
Survived* 
Survived* 
Survived* 
Survived* 


*The M. L. D. of the tincture was determined in 
December, 1924; the above experiments were carried 
out in the latter part of January, 1925; hence it was 
deemed desirable to determine that the resistance of 
normal pigs to digitalis had not diminished materially. 


Varying doses of the toxin were injected intra- 
venously, to be followed by the intravenous in- 
jection of a single large dose of the tincture. 


Both tincture A and tincture B were employed. The 
former injected intravenously into three control dogs 
in a dose of 1 c.c. per kilogram body weight caused the 
death of two; the latter failed to kill in doses of 0.5, 
0.6, 0.8, but was fatal to two dogs in a dose of 1 c.c. 
per kilogram body weight. In Table 4 are given the 
results when the dose of the toxin was 0.01 c.c. per 
kilogram. 

TABLE IV 


EFFECT OF DIGITALIS ON RESISTANCE OF DOGS 
TO DIPHTHERIA TOXIN 


Tincture 
c.c, x Kg. 


Duration 
of Life 


4 days 
7 days 
10 days 
16 days 
13 days 
12 days 
5 days 
9 days 
21 days 
13 days 
15 days 
6 days 
19 days 
3 days 
5 days 
14 days 
28 days 
14 days 


Toxin 


Weight 
cc 


in Kg. 


— 


COM ROS 


The average duration of life in the control 
dogs was eleven days; that for the animals re- 
ceiving very large doses of the tincture was thir- 
teen; differences so slight as to be negligible. 

Similar experiments were carried out with a 
second sample of the toxin, using a dose of 
0.003 c.c. (this sample of toxin was considerably 
more potent than the one used in the preceding 


|| 
5 265 2 0 8 
275 0 2 
? 250 0 5 
260 85 3 
220 85 2 
240 85 
205 0 
: 215 0 
215 0 
i 206 0 
215 85 
215 85 
206 85 
240 0.065 
220 0.065 450 85 
250 0.065 520 85 
235 0.065 
200 0.065 
200 0.085 
190 0.065 20 
190 0.065 20 
310 0.060 6 
360 0.060 0 
275 0.060 0 
300 0.060 41 
230 0.060 41 
185 0.060 41 
330 0.025 0 
345 0.025 0 $ 
345 0.025 0 
: 285 0.025 0 
310 6.025 62 
| 
0.038 
5 
5 
5 
5 
5 
5 
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experiments) and varying doses of tincture B. 
The results are given in Table 5. 


TABLE V 


EFFECT OF DIGITALIS ON RESISTANCE OF DOGS 
TO DIPHTHERIA TOXIN 


Weight Toxin Tincture B Duration 
in Kg. c.c. x Kg. c.c, x Kg. of Life 
6.7 0.603 0 17 days 
12.1 0.003 0 3 days 
3.5 0.003 0 4 days 
12.8 0.003 0 6 days 
2.9 -003 0 3 days 
8.0 0.003 0 3 days 
13.7 0.003 0 8 days 
2.9 0.003 0 5 days 
9.2 0.003 0.1 5 days 
21.9 6.003 0.3 8 days 
9.2 0.003 0.3 4 days 
16.8 0.003 0.4 11 days 
5.6 0.003 0.4 2 days 
3.7 0.003 0.4 4 days 
3.6 0.003 6.4 4 days 
8.0 0.003 0.4 9 days 
5.0 0.003 0.4 9 days 
7.4 0.003 0.5 17 days 


The average duration of life in the control 
dogs here was 6.1 days; that for the digitalized 
animals, 7.3 days. In the control series, one 
animal lived much longer than the average; 
eliminating this one, the average is reduced to a 
little over 4.5 days. Eliminating from the 
digitalis series two that lived 11 and 17 days, 
respectively, the average is reduced to 5.6 days. 

A third series of similar experiments was 
carried out, using the stronger toxin in a dose 
of 0.004 c.c. per kilogram and tincture B in the 
dose of 0.5 c.c. per kilogram. The results are 
given in Table 6. 


TABLE VI 


EFFECT OF DIGITALIS ON RESISTANCE OF DOGS 
TO DIPHTHERIA TOXIN 


Weight Toxin Tincture B Duration 
in Kg. ce. x Kg. €.c, ¥ KE. of Life 
6.2 0.004 0 9 days 
16.3 0.004 0 11 days 
22.5 0.004 0 3 days 
22.1 0.004 0 2 days 
5.4 0.004 0 10 days 
4.9 0.004 0 5 days 
11.5 0.004 0.5 3 days 
8.3 0.004 0.5 8 days 
11.9 0.004 0.5 2 days 
6.9 0.004 0.5 6 days 
a9 0.004 0.5 8 days 
7.4 0.004 0.5 7 days 


Here, again, the averages show little differ- 
ence; that for the controls is 6.66 days; for the 
digitalized animals, 5.66 days. It is a matter of 
interest that the average duration of life for all 
twenty-four control dogs used in the experi- 
ments tabulated above was 7.46 days, while that 
for the digitalized animals was 8 days. The 
extreme individual differences seen in both con- 
trol and digitalized dogs renders it unsafe to 
draw definite conclusions; but it would seem in- 
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dicated that the drug in doses of from 10 per 
cent to almost the lethal amount had little in- 
fluence on the resistance of dogs to poisoning by 
diphtheria toxin when the digitalis is adminis- 
tered at the same time as the toxin. 

The conditions existing clinically in an acute 
infectious disease where digitalis may be em- 
ployed differ in one important respect from those 
in the experiments tabulated above. Clinically 
the patient has been ill for a greater or less 
period of time, and it is to be assumed that his 
cells have been affected definitely by the toxin; 
under the experimental conditions, the digitalis 
is administered so soon after the injection of 
the toxin that the latter has probably produced 
no marked effect. In the next experiments, the 
attempt was made more nearly to imitate the 
clinical conditions; this was done by the daily 


injection of smaller amounts of the tincture. 


The results are given in Table 7. 


TABLE VII 


EFFECT OF DIGITALIS ON RESISTANCE OF DOGS 
TO DIPHTHERIA TOXIN 


Weight Toxin Tincture B No. Doses Duration 


inKg. cc. xKg. c.c.x Kg. of Tr. of Life 
3.8 0.003 0 0 1¢ days 
6.4 0.003 0 0 7 days 
14.0 0.003 0 0 5 days 
9.3 0.003 tf] 0 6 days 
6.3 0.003 0 0 4 days 
9.2 0.003 0 0 5 days 
12.1 0.003 0 0 3 days 
3.5 0.603 0 0 4 days 
12.7 0.003 0 0 4 days 
6.8 0.003 0 0 10 days 
9.3 0.003 0 0 3 days 
8.0 0.003 0.1 4 5 days 
14.7 0.003 0.1 4 4 days 
16.9 0.003 0.1 4 5 days 
5.5 0.003 0.1 4 5 days 
10.3 0.003 6.1 3 3 days 
5.9 0.003 0.1 3 3 days 
13.0 0.003 0.1 3 3 days 
7.5 0.003 0.1 3 3 days 
11,7 0.603 0.1 3 3 days 
14.4 0.003 0.1 4 4 days 
12.2 0.003 0.1 3 3 days 
17.0 0.604 0 0 3 days 
5.0 0.004 0 0 3 days 
12.6 0.004 0 6: 8 days 
17.4 0.604 0 0 5 days 
19.3 0.004 0 0 6 days 
18.5 0.004 0.2 2 2 days 
5.9 0.004 0.2 2 2 days 
9.2 0.004 0.2 2 5 days 
17.0 0.004 0.2 2 5 days 
14.1 0.004 0.2 2 2 days 


With the smaller dose of toxin, the average 
duration of life for the controls was 5.5 days; 
for the digitalized animals, 3.7 days. With the 
larger dose of toxin and of the tincture, the 
average for the controls was 5 days; for the 
digitalized, 3.2 days. For all the controls, the 
average was 5.4 days; all of the digitalized, 3.6 
days. 

Results of the present experiments suggest 
that the heart severely injured by diphtheria 
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toxin has an increased susceptibility to the toxic 
action of digitalis; that a single dose of digitalis 
not in excess of half the minimum lethal dose 
administered coincidentally with diphtheria 
toxin has no appreciable influence on the course 
of the intoxication, as judged by the duration of 
life for the animal; that small, daily doses of 
digitalis subsequent to the injection of the toxin 
seemed to exert a deleterious action in the small 
number of animals observed. Owing to the 
marked individual variations in the resistance of 
the animals to the action of the diphtheria toxin, 
positive conclusions are justified only after large 
numbers of experiments. 

Author’s Note: Since the presentation of this paper, 
an article along similar lines has appeared (Gold, H.: 
“Tolerance to Digitalis in Experimental Diphtheria.” 
J. A. M. A., 87:2047, Dec. 18, 1926). The author con- 
cludes that diphtheria does not reduce the tolerance of 
cats to digitalis unless the animal is in a condition of 
extreme circulatory collapse at the time of administra- 


tion of the drug 
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DISCUSSION (Abstract) 


Dr. Warren T. Vaughan, Richmond, Va—We know 
s0 much about digitalis that it is well for someone like 
Dr. Haskell once in a while to call our attention to 
how little we know about it! 

Sir James Mackenzie’s last book was in preof when 
he died. In the preface he takes vigorous exception to 
our attempts to interpret the findings obtained with 
instruments of precision in studying the heart. He 
says we do not know what we are measuring. We 
obtain tracings, but do not know what the tracings 
represent. While this is dogmatizing, we might apply 
it also to a certain extent to digitalis. How can we 
state definitely when digitalis shall, or shall not, be 
used when we are not precise in our understanding of 
the pathologic processes under treatment ‘or of the 
exact results to be expected from treatment? Sir 
Arthur Cushney, in his book published about the time 
of his death, in discussing the effect of digitalis in 
pneumonia says that digitalis increases the cardiac out- 
put. If I understood correctly Dr. Robinson, in the 
medical section this afternoon, said that in pneumonia 
it decreases the heart’s output. 

In the treatment of pneumonia, there are two schools 
equally vigorous and equally bombastic in disputation 
with each other. One claims we should have immediate 
digitalization; the other that we should administer no 
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digitalis until the need arises. No one can yet answer 
these questions finally. We know that fibrillation is 
the phenomenon par excellence which calls for digitaliza- 
tion, and yet Plummer tells us that in toxic goiter with 
fibrillation, omitting the pre-operative use of digitalis, 
has cut down their mortality. 

There are certain definite indications for the use of 
digitalis, and in clear-cut conditions we know the results 
to be expected. 

Do the specific poisons of hyperthyroidism and diph- 
theria affect the sensitivity of the heart? We do not 
know. Dr. Haskell’s paper would lend support to the 
inference that at least the diphtheria toxin increases the 
sensitivity of the heart to digitalis poisoning. 


SPRUE: EXTENDED STUDIES WITH ES- 
PECIAL REFERENCE TO PAN- 
CREATIC DIGESTION*+ 


By Danrct N. SItverMAN, M.D., 
New Orleans, La. 


An excessive quantity of fat in the stool of an 
individual on a normal diet is considered an in- 
dication of deficient pancreatic digestion. It is, 
therefore, quite obvious that a pancreatitis should 
be associated with cases of tropical sprue, a dis- 
ease which manifests itself in numerous and 
copious fatty stools which are soon accompanied 
by considerable emaciation. In respect to sprue, 
however, authorities are not agreed that there 
is an alteration of structure or a perversion of 
function by the pancreas. Certain workers are 
inclined to explain the fatty stools on the basis of 
improper absorption. There are several explana- 
tions for the incompleteness of passage through 
the walls of the intestines. Manson-Bahr states 
that since the work of Willmore shows a total 
fat content of the feces in sprue as high as 63 
per cent, while the fatty acids preponderate over 
the neutral fats and soaps in a proportion of 3:1, 
or sometimes 5:1 (J. D. Thompson), the fat 
has therefore been digested but cannot be ab- 
sorbed through the villi of the small intestine. 
This, he says, may be due either to their actual 
destruction or to chronic inflammation interfer- 
ing with the passage of the digested fat into the 
lacteals. Sections of the small intestines show a 
widespread rotind-celled infiltration throughout 
the mucosa. 

Lewis, in a recent article in the Southern 
Medical Journal, states that his patients with 
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Medical Association, Twentieth Annual 
Atlanta, Georgia, November 15-18, 1926. 

+From the School of Medicine, Department of Medi- 
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few exceptions have responded to bile feedings 
with hydrochloric acid. He attributes his suc- 
cessful results to the restoration of a supposedly 
inactive pancreatic secretion by the action of the 
ingested bile. It is the writer’s opinion that 
Lewis is offering a more plausible cause for im- 
proper absorption of the digested fat than he is 
for increasing the activity of the pancreatic fer- 
ments. A diminution in the quantity of the 
bile salts may account for diminished fat ab- 
sorption. The work of McClure and of Denis 
and Silverman demonstrated that the pancreatic 
enzymes could possess their normal digestive 
powers without the presence of bile and that the 
addition of bile did not increase the activity of 
the enzymes, normal or abnormal. Nor is there 
any relationship between the amount of hydro- 
chloric acid in the stomach and the concentra- 
tion of the pancreatic ferments in the duodenum. 

Sperry has confirmed the observation that 
animals and humans, on a fat-free diet, can ex- 
crete sufficient fat to account for much of the 
fat in the stools. Such a function of the in- 
testine may be exaggerated in a pathological 
state. However, such a phenomenon is very 
problematic. 

Taking the other side of the question to ac- 
count for the fatty stools of sprue, Elders re- 
cently stated that fat is not properly digested in 
such cases. He also quotes the experiments of 
Mottram, Cramer and Drew, who observed that 
in rats the lack of certain vitamins in the food, 
fat-soluble A and water soluble B, makes fat 
transport through the intestinal wall impossible 
and subsequently leads to atrophy of the in- 
testinal wall. 

The question of relationship between external 
function of the pancreas and the symptoms of 
sprue was originally studied by Brown. By 
chemical analyses of the feces, this author could 
not draw any general conclusions, but felt that 
in certain of the chronic cases of sprue there is 
practically complete absence of the pancreatic 
ferments. While his findings are not in accord 
with our own, the work of Brown represents 
diligent research with the best available methods 
of that time. 

In a preliminary communication read before 
this Section in 1922, Denis and the writer re- 
ported the presence of all three pancreatic 
enzymes in the duodenal contents of a three- 
year-old case of sprue. Since that report, the 
duodenal contents of four additional cases have 
been analyzed by employing the same accurate 
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and scientific method of McClure, Wetmore and 
Reynolds. 
CASE REPORTS 


A brief summary of the findings in this series 
will serve to demonstrate the very excellent ac- 
tivity of the digestive secretions in sprue. 


Case 1—Miss V. M., age 56 years, a native Louis- 
ianian, seen May 3, 1924, had complained during the 
previous six months of sore mouth, diarrhea and gradual 
loss of thirty-seven pounds. She was found extremely 
emaciated, weighing 73.5 pounds; there were patches of 
red ulcerations of a superficial nature on the dorsum 
and margin of the tongue. The abdomen was much 
distended with gas. The stools were white, large and 
soft, containing an undue number of fatty acid crystals. 
The urine contained much indican. The blood picture 
showed a severe degree of secondary anemia. Radio- 
graphic studies of the gastro-intestinal tract showed an 
atonic stomach with moderate six-hour retention. 

Gastric analyses after an Ewald test-breakfast showed 
hydrion concentration 1.4 (hyperacidity). 

The fasting duodenal contents showed normal ac- 
tivity of the pancreatic enzymes with a normal increase 
after a test meal of cream. 


Case 2—Mrs. J. B., age 41 years, a native of New 
Orleans, was first seen July 29, 1924. She was perfectly 
well up to one year prior to this date. Her complaints 
consisted of nausea, pains in upper abdomen, burning 
in the chest, a diarrhea which had been followed by an 
intractable sore mouth and a constant loss in weight. 

The patient was emaciated; the tongue showed small 
red areas of denudation. The heart was enlarged to the 
left, and there was slight edema of the extremities. 

The abdomen was enormously distended with gas. 
The urine contained much indican. 

The stools were light yellow, one-half pint in volume, 
and contained a moderate amount of free fat and fatty 
acid crystals. 

The blood showed two million red cells with 40 per 
cent hemoglobin. 

Gastric analyses showed a normal emptying, hydrion 
concentration 2.2 (low normal). 

The duodenal contents showed normal digestive ac- 
tivity of all of the pancreatic enzymes. 


Case 3—P. L., a male, age 45 years, who had always 
lived in Louisiana, was first seen April 24, 1926. He 
had been sick only two months, with sour stomach, 
heartburn, bloated abdomen and diarrhea of five to 
eight stools daily. About two weeks after the onset, 
he felt burning spots on his tongue, followed and ac- 
companied in a few days by burning in the throat and 
in the chest. There was some swelling of the feet and 
legs. The patient stated that he was consistently losing 
in weight. 

Examination showed a very anemic and under- 
nourished man. His abdomen was greatly distended 
with gas. 

The tongue presented areas of redness on a pale 
background. The blood picture showed one million 
nine hundred twenty thousand red blood cells with 
hemoglobin of 50 per cent. The total white count was 
two thousand five hundred. 

The stools were light yellow, bulky, foamy and con- 
tained considerable free fat. 
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The gastric analyses showed marked hyperacidity. 

The pancreatic ferments were normal in their diges- 
tive capacity. 

Case 4.—One of the so-called incomplete sprue (Pa- 
trick Manson), or non-intestinal sprue (Castellani), 
might be included in this series because of its type, 
difficulty of recognition and rarity of occurrence in 
this part of the world. 

A woman, single, age 55 years, presented a much 
ulcerated tongue and complained of a burning throat. 
The laryngologist reported similar lesions in the pharynx. 
She complained of burning under the chest plate and 
in the epigastrium during a twenty-year period. There 
have been periods of anemia with exacerbations of the 
mouth symptoms, but no evidence of the characteristic 
white bulky stools. The case was seen by Dr. Castel- 
lani, who stated that the type represented was com- 
monly seen in India. 

The gastric analysis shows a severe gastritis with 
hyperacidity. 

The duodenal contents show an excellent digestive 
activity for the pancreatic enzymes. 


In all of the four cases above described, the 
Wassermann reaction on the bloods was nega- 
tive. Proctoscopic examinations were performed 
on each case with negative results. 


SUMMARY 


Four cases of tropical sprue, one of which was 
of the non-intestinal type, developed in perma- 


nent residents of Louisiana. Three of the cases 
presented very classical signs of sore mouth, 
anemia, diarrhea and marked loss of weight. 
While it must be admitted that sprue resembles 
pernicious anemia in many respects, sometimes 
being almost indistinguishable, the normal and 
hypernormal quantities of hydrochloric acid in 
the gastric secretion of sprue cases makes a dif- 
ferentiation. Levine and Ladd, after a thor- 
ough compilation of one hundred and seventy- 
five cases of pernicious anemia, come to the con- 
clusion that achylia gastrica is a constant asso- 
ciate in that disease. Evans, in his latest mono- 
graph on pernicious anemia, states that hydro- 
chloric acid is absent in cases of this malady. 
Katsch and Kalk, in a differentiation between 
sufferers from achylia, found that cases of perni- 
cious anemia refused to respond to histamine 
stimulation, the stomach being totally unable to 
secrete hydrochloric acid. This has been the 
exact result in six similar cases recently studied 
by the writer. 

The few cases of sprue presented in this paper 
showed normal digestive activities of their pan- 
creatic ferments as determined by analyses of 
the duodenal contents. This finding substantiated 
the results previously reported and suggests that 
the external pancreatic function is not altered 
in cases of tropical sprue. Beyond this the his- 
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tological studies of Manson-Bahr in two recent 
cases of the disease are of interest. They had 
presented the typical, large, frothy and light 
colored stools. The pancreases were normal in 
structure, there being no infiltration, no atrophy 
of cells and no pigment. 


DISCUSSION (Abstract) 


Dr. R. S. Leadingham, Atlanta, Ga—I have been 
very much interested in Dr. Silverman’s studies of pan- 
creatic digestion in sprue because of Ashford’s sugges- 
tion that endocrine or glandular deficiency prepares a 
suitable culture medium in the intestinal tract for the 
growth of the Monilia psilosis, which we have demon- 
strated in a large proportion of routine stomach analyses. 

The achylia, intestinal symptoms, and the character 
of the sprue stool constitute a triad of circumstantial 
evidence of functional disturbance yet to be explained. 
Like the manifestations of pernicious anemia, they exist 
without sufficient demonstrable morbid lesions to con- 
vict any specific portion of the gastro-intestinal tract. 


Dr. Wm. Gerry Morgan, Washington, D. C.—The 
differential of diagnosis of sprue from pernicious 
anemia in the early stages is not always easy, especially 
in the atypical cases to which Dr. Silverman has called 
attention. I remember two years ago I had such a 
case which had-been diagnosed pernicious anemia and 
which finally fell into my hands. I felt that there was 
no question about the negative diagnosis in that direc- 
tion because of the presence of hydrochloric acid. Dr. 
Thayer saw this patient and withheld his diagnosis until 
he had seen him three times. The conclusion after 
the third visit and after the blood had been studied was 
that it was unquestionably a case of pernicious anemia. 
I asked if he had ever seen a case himself of pernicious 
anemia in which there was free hydrochloric acid present. 
He said he had not, but that he had heard of such 
cases. 

Dr. Ashford was in Washington a few days after 
that and was asked to see the case. In the meantime, I 
had determined myself that it was probably one of 
those atypical cases of sprue. Dr. Ashford also saw 
this case several times and then said, “I agree with you 
that it is not pernicious anemia. I do not believe it is 
sprue for this reason that the patient’s liver is of normal 
size.” He said further that in two thousand cases of 
sprue which he had seen he had never seen one that did 
not sooner or later show a large decrease in the size of 
the liver. At his suggestion we took specimens of the 
stools and the Monilia psilosis was discovered. In 
speaking of that organism, he said he had never seen a 
case of sprue in which the Monilia psilosis was not 
present, but, on the other hand, he had seen the Monilia 
psilosis in certain cases in which they were not able to 
confirm the diagnosis of sprue. His present position is 
that the Monilia psilosis is always present in sprue, and 
he believes it to be the causative factor but he has not 
up to the present time been able to give scientific proof 
of that. 

This case which I have spoken of developed a typical 
picture of sprue. There were intestinal symptoms. There 
was anemia, but no excess of fat in the stools to be de- 
tected at any time; therefore, it would fall probably 
under that class of rare and unusual cases. 
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I repeat that I think sprue is a disease which will 
have to be given more general study, and the knowledge 
about it disseminated more widely because many of 
these cases are treated over long periods of time and 
reported as pernicious anemia. But I believe, as Dr. 
Silverman has said, that we have a differential diag- 
nostic point in the absence or presence of free hydro- 
chloric acid in the stomach contents. 


Dr. Sidney K. Simon, New Orleans, La——We do not 
see many cases of sprue in our section of the Country. 
I am not prepared to agree with Dr. Wood, of Wil- 
mington, N. C., in his contention that nearly all, if not 
all, cases of pernicious anemia that we see in the South 
are in essence cases of sprue. I think both diseases are 
definite clinical entities, and one is not dependent upon 
or related concretely to the other. However, I have 
seen cases of sprue so closely related to cases of perni- 
cious anemia as to defy all efforts at differentiation. I 
have in mind particularly a case of a well-known man, 
General Lee Christmas. He was a soldier of fortune 
who drifted into Central America and lived there sev- 
eral years, becoming a real inhabitant of the tropics. 
He finally came back to the States several years ago 
with a very definite picture of clinical sprue. His blood 
picture was practically indistinguishable from pernicious 
anemia. He had all the definite clinical evidences of a 
pernicious anemia, and a history and intestinal picture 
of sprue. He finally died and at the post-mortem ex- 
amination the pathologist refused to draw a distinction 
between pernicious anemia and sprue. He claimed that 
the bone marrow and other tissue changes typical of 
pernicious anemia were present sufficiently to give a 
diagnosis of pernicious anemia, whereas, on the other 
hand, the attentuated bowel wall, the small size of the 
liver and spleen, all spoke markedly in favor of the 
diagnosis of sprue. In other words, at the post-mortem 
table the distinction between sprue and pernicious 
anemia in this particular instance was impossible. 


The one point that Dr. Silverman has stressed and 
upon which I agree thoroughly with him is that sprue 
is not a disease of the pancreas. I am not prepared to 
say that the Monilia psilosis is the cause of sprue. In 
fact, the English school is quite insistent that it is not 
the cause of sprue but merely a secondary infection. 
Much can be said on both sides. I think, though, that 
if we get the idea that the Monilia psilosis is the causa- 
tive agent of sprue and stop with that thought, we shall 
probably learn as much about this disease in the future 
as if we accept the hypothesis that the causative agency 
is not proven and proceed to the observations of other 
causes to explain the etiology of the disease. Dr. 
Silverman’s studies have tended to clear away definitely 
the idea that pancreatic disease per se is the cause of 
sprue, and he has shown us that we will have to look 
further, probably in a more contemplative way over 
the entire organism, taking into consideration many 
other factors, before we find the cause. Sufficient it is 
that | sprue is a definite clinical entity apart from 
pernicious anemia; that it does exist in the South; that 
it is very often overlooked; and that its cure is only 
possible if the diagnosis is made in the early stages and 
not at the time that the patient is practically moribund. 


Dr. Silverman (closing).—Those cases that develop 
pernicious anemia several years after the gastro-intestinal 
symptoms are very interesting. They have been able to 
trace the achylia gastrica for many years sometimes. 
However, in cases that have been confused as to whether 
they were sprue or pernicious anemia, the acidity in 
the cases that were referred to as being pernicious anemia 
was low. If you note in the cases that I have reported, 
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three showed a marked hyperfacidity with the accom- 
panying gastritis. 


CEREAL FOODS: THEIR ADVANTAGES 
AND DANGERS* 


By Weston, M.D., 
Columbia, S. C. 


The length of time cereal grains have con- 
tributed to man’s nutrition is lost in the maze of 
antiquity, but it is not improbable that they con- 
tributed to and were an important factor in 
the diet of Neolithic man. ° 

History does not record their earliest use by 
the Chinese or Egyptians, but tradition and cir- 
cumstances lead us to believe that they were 
among the earliest of their foods and probably 
with meat and milk their chief dependence dur- 
ing their wanderings from place to place cover- 
ing long distances and requiring great periods of 
time. All the early races seem to have been 
pastoral nomads and consequently required 
foods whose qualities were not quickly nor seri- 
ously influenced by weather and time. Practi- 
cally the only food substance that could meet 
these conditions was cereals. 

Rubner states that the Egyptians were nick- 
named “eaters of bread”, and to them as to the 
Hebrews, bread was synonymous with food 
(McCollum). 

We find it exalted in Psalm CIV in the fol- 
lowing language, ‘‘Here is bread which strength- 
ens man’s heart, and therefore is called the staff 
of life”. Isaiah sings of “The stay and the staff, 
the whole stay of bread”’. 

In such esteem were the cereals held by the 
early Greeks and Romans that special goddesses 
were created in their honor. These were wor- 
shipped as divinities with great festivals of 
thanksgiving and by the homage of the masses. 

It does not appear, with all the advances of 
the science of nutrition and the consequent ac- 
cumulation of knowledge, that they have suffered 
any loss of popularity. Sherman writes: 

“In nearly every part of the world some form of 
bread stuff or other food made from grain is found to 
be the largest single item, not as to cost, but as a source 
of energy.” He also writes: “The cheapness of bread 
stuffs and the efficiency with which milk supplements 
them, give rise to the saying that ‘the dietary should be 
built around bread and milk’.” 


*Read in Section on Pediatrics, Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, 


Jeorgia, November 15-18, 1926. 
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In a series of studies made at the State Uni- 
versity of Maine it was found that the grain 
products while costing only 17 per cent of the 
total expenditure for food, furnished 40 per cent 
of the fuel value, 25 per cent of the protein and 
18 per cent of the phosphorus. 

“In the general average of 224 typical American die- 
taries grain products represented 18 per cent of the total 
cost of food and furnished 38 per cent of the calories, 37 
per cent of the protein, 30 per cent of the phosphorus, 
16 per cent of the calcium and 26 per cent of the iron” 
(Sherman. Food Products, pp. 340-341). 

It appears that the earliest effort at agricul- 
ture was the cultivation of the cereals. At a 
very early period it was learned that they were 
the only food materials upon which people could 
rely to supply their needs in case of droughts or 
other serious emergencies. Before it was learned 
that certain of the cereals could be stored for 
many years without deterioration, crop failures 
were followed by famine and disease and great 
numbers of people perished. 


Among the earliest evidences of stability in 
the ancients was their provision of storage facil- 
ities for the cereals against famine. 

The peoples of all nations now realize that the 
safest insurance against starvation is the storage 
of cereals. This has been greatly facilitated in 
recent years by the provision of rapid and safe 
transportation. 

There exists a wide range of preferences by 
the several peoples of the world for cereals of 
distinct flavor and of different nutritive values. 
It is interesting that generally these preferences 
seem not to have relationship to climate or race, 
although the tradition still exists that the oat 
products are better suited as food during cold 
weather and it remains true that they are most 
popular with people who live in cold climates. 

The cereals in general use are rice, wheat, oats, 
maize, barley and rye. We do not feel that there 
exist in barley and rye any nutritional advan- 
tages not possessed by the other cereals. Con- 
sequently we omit them from discussion. 


In discussing cereals we must not overlook the 
fact that any one of them grown in a particular 
locality and under certain well known conditions 
will differ in its chemical and vitamin content 
from one grown in another locality under differ- 
ent conditions. The more important of these 
conditions are precipitation, the relative amount 
of sunshine during the growing period, atmos- 
pheric temperature, aeration, the kind of fertil- 
ization, the nature of the soil and soil deteriora- 
tion. Cereals grown under these various condi- 
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tions have been submitted to most careful chemi- 
cal analyses and feeding tests to determine their 
nutritive qualities. Among the more important 
was that conducted by Greaves and Carter at the 
Utah Experimental Station to determine the ef- 
fect of water upon the composition of wheat, 
oats and barley. 

In different experiments water was applied (a) in 
large amounts a few times, (b) the same quantity was 
furnished in small amounts at intervals. They found 
that large applications washed the nitrates beyond the 
roots, resulting in low nitrogen content of the grains. 
The decrease for wheat was 21 per cent, for oats 40 per 
cent and for barley 19 per cent. When water was ap- 
plied in small frequent applications the protein content 
of the grain was high. The quantity of ash increased 
progressively as the water was increased up to a certain 
amount. The increase amounted to for wheat, 46 per 
cent, for oats 31 per cent, for barley 36 per cent. The 
increase for calcium amounted to 155 per cent for wheat, 
22 per cent for oats and 41 per cent for barley. The in- 
crease for phosphorus was for wheat 55 per cent, oats 
35 per cent and barley 30 per cent. 


These investigators found that the best results are ob- 
tained when the amount of water for the growing sea- 
son amounts to from twenty-eight to thirty inches well 
distributed through the growing season. The last ob- 
servation agrees with the United States weather report 
for those sections which grow cereals of the — 
mineral content. 

Relative to soil deterioration, the United 
States Department of Agriculture furnishes these 
instructive figures. For every fifty bushels of 
oats grown there is absorbed from the soil fifty 
pounds of nitrogen, eighteen pounds of phos- 
phoric acid, forty-five pounds of potash and 
twenty-one pounds of lime. Twenty bushels of 
wheat will absorb from the soil thirty-five pounds 
of nitrogen, twenty pounds of phosphoric acid, 
thirty-five pounds of potash and eight pounds of 
lime. 

Examination of soils, climatic and weather 
conditions were considered and wheat from Min- 
nesota and the blue grass region of Tennessee 
were examined. It was found that the mineral 
content of cereals grown in this region of Ten- 
nessee was considerably higher than those in 
Minnesota. The figures for phosphorus were 
most impressive. Wheat grown in the blue grass 
region of Tennessee contained 1.03, while that 
grown in Minnesota contained only 0.40. 

It is difficult to understand why oats grown 
under the same soil and climatic conditions as 
wheat will contain a higher per cent of some of 
the mineral elements and a smaller per cent of 
others. Oats, like rice, seem invariably to pos- 
sess a higher iodin content than does wheat. 


We know of no reason to account for the fact 
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amount of the growth-promoting amino acid 
lysine as does wheat. Whole grain rice is 
probably the best source of iodin of all the 
cereals, but this may be accounted for because 
rice is so often grown near the sea. 

The investigation of Fellenberg upon the iodin 
content of plants grown in and out of the 
goiterous regions is most illuminating. He re- 
ports that he found that foods grown in a goiter- 
ous region contained less iodin than the same 
food products of non-goiterous regions. 

“He found wheat to be especially low in iodin, and 
most fruits and leafy vegetables and animal food to be 
higher in iodin. The iodin of milk was mostly in the 
butter. Wheat straw contained much more iodin than 
wheat grain.” Although Fellenberg found iodin in the 
air, he says that the amount is not significant in the 
prevention of goiter (McClendon). 

McClendon has examined foods from Minne- 
sota and Oregon as representatives of the goiter- 
ous regions and from the New England and Cal- 
ifornia coasts as representatives of the non- 
goiterous regions. ‘The following figures are 
taken from his table: 


Miligrams of Iodin per Metric Ton of Dry Foodstuffs 


Non-goiterous Regions Goiterous Regions 


Locality Locality 


Wheat 4.00 Storrs, Conn. 1.00 Minnesota 
9.3 Edgecomb, Me. 6. 

Oats 23.00 Storrs, Conn. 10.00 * 
175.00 Wiscossett, Me. 


It is estimated that for half of the peoples of 
the world rice is the main article of food. It is 
marketed as polished, and “cured” or “brown 
rice” which is freed from the husk but not the 
bran. The “cured” or “brown” rice is rich in 
vitamin B and E and contains a moderate 
amount of vitamins A and D. The ash is com- 
posed chiefly of phosphates and is relatively high 
in these elements. As has been previously men- 
tioned it is the best source of iodin and contains 
more than three times as much of the growth- 
promoting amino acid lysine as does any other 
cereal. Polished rice is deficient in both vitamin 
and mineral elements and is therefore of little 
nutritive value. 

Wheat is the most favored cereal in Europe 
and America. This is due more to its excellent 
bread-making qualities than to superior nutritive 
quality. protein is largely composed of 
gliadin and glutenin and these form wheat glutens 
and constitute nine-tenths of the protein matter 
of the grain. Gliadin gives tenacity and elas- 
ticity to the gluten and glutenin strength. The 
total ash of average whole wheat is nearly five 
times greater than that of white flour. White 
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flour, like polished rice, is a notably deficient 
food product. 

Oat culture is widely distributed over Europe 
and America and oats are deservedly held in 
esteem as a valuable food for both human beings 
and animals. Oats are offered on the market 
for human consumption as oatmeal and as rolled 
oats. The latter consists of the crushed whole 
grains and is therefore the more valuable food 
product being of higher value in fats, proteins, 
mineral elements and vitamins. From the stand- 
point of energy value oats are probably superior 
to any of the other cereal grains. 


When corn is mentioned in English literature 
wheat is meant and our corn is referred to as 
maize. It is important to keep this distinction 
in mind in reading the literature on cereal foods. 
Yellow corn (maize) is superior to the white or 
red varieties or any other cereal grain in its 
vitamin A content. 


Steenbock found that yellow corn contained a 
sufficient amount of vitamin A to promote 
growth in chicks while wheat did not. White 
corn is usually more deficient in the mineral ele- 
ments than any of the other cereals, but is more 
responsive to intelligent agricultural methods in 
increasing its protein, mineral and vitamin value 
than are other cereals. 

It will be readily understood from the figures 
presented that when one declares wheat the best 
cereal he is making a statement that analyses 
will not confirm. Its value will depend upon the 
locality and conditions under which it is grown. 
It will be better in some respects than some other 
cereal and poorer in other respects. When grown 
under the best conditions it will not contain as 
great a proportion of some of the essential min- 
eral elements as rice or oats. In others it will be 
better than either. It is probably not so good a 
source of vitamin B as is rice. Thé fact that yel- 
low corn grown under suitable conditions is a 
rather good source of vitamin A no doubt ac- 
counts for the fact that swine fatten and thrive 
for a considerable length of time on yellow corn 
as the sole source of vitamin A. 

When the four representative grains, wheat. 
oats, yellow corn and rice are evaluated upon a 
fat, carbohydrate, protein, mineral, and vitamin 
basis, it is found that each has certain advan- 
tages and disadvantages, but that if used in com- 
bination as whole grains, the result will show 
such a compensation that comparison with a 
single whole grain cereal is decidedly to the dis- 
advantage of the single cereal, although it may 
have been grown under ideal conditions. The 
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above statement has been abundantly proved 
from many feeding experiments upon children. 

An investigation of the diets of children from 
the different sections of the United States shows 
that cereal products compose from 30 to 40 per 
cent of the total. These products consist almost 
entirely of white bread and highly milled prep- 
arations such as cream of wheat, farina, grape 
nuts, or corn flakes. It is unnecessary to enum- 
erate all of them or to consider them separately. 
It is important, however, to remember that when 
a cereal grain is divested of the corticle and 
germ portions the most valuable parts have been 
removed and little remains of nutritional 
value. Consequently, pearl grits, cream of 
wheat, farina and many others of this class are 
so deficient that their use should be discouraged. 

Feeding experiments by several investigators 
have conclusively demonstrated that the ready- 
to-serve cereals as represented by grape nuts and 
corn flakes possess so little value that their use 
should be abandoned. 

There may be observed a growing tendency 
to substitute whole wheat bread for white bread. 
This constitutes a very distinct nutritional ad- 
vantage. It is probable that an average size 
slice of whole wheat bread made from specially 
selected wheat and properly milled will contain 
a greater proportion of some of the essential 
nutritive elements than will an entire loaf of 
white bread. 

The cereals when used as whole grains, prop- 
erly grown and scientifically selected, are among 
our most valuable foods. They retain their es- 
sential elements over a longer period, are cheap- 
er, more easily transported and suffer less de- 
terioration from transportation than any other 
food materials of even approximate value. Con- 
sequently they are our chief food dependence 
against emergencies. 

Since the cultivation and use of cereals is so 
universal it is probable that they will occupy an 
increasingly important position in the dietary of 
the various peoples of the world; consequently 
it is of importance that all available scientific 
knowledge should be taken advantage of in their 
production and milling. 

The essayist has for the past several years 
been conducting feeding experiments in order to 
determine the relative differences in nutritive 
value, first; between the various whole grain 
cereals and those from which the corticle and 
germ portions of the grains have been removed. 
And also a mixture of definite percentages of the 
whole grains of yellow corn, wheat, oats and 
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rice grown under conditions as nearly ideal as 
possible. He has used undernourished children 
with a low hemoglobin and a relatively high 
lymphocyte count with a progressive loss in 
weight in whom milk in some form had been the 
main source of food. The single whole grain 
cereals used were rice, yellow corn, white corn, 
oats, wheat and barley. His conclusions were 
that the grains from which the corticle and germ 
portions had been removed did not influence 
either the blood, the weight or the growth. Of 
the single cereals rice stimulated the appetite 
and caused increase in weight more promptly 
than any other single cereal in most of the cases. 
In other cases some responded more promptly to 
yellow corn, others to wheat or oats. White 
corn in the form of hominy was soon eliminated 
as of no particular value. 

Oats seem to give greater strength than any 
other cereal in cool weather. In warm weather 
their use had to be discontinued in young chil- 
dren because of looseness of the bowels. None 
of the cereals seemed to influence promptly the 
different elements of the blood. 

Various percentages of the whole grains of yel- 
low corn, wheat, oats and rice were used from 
time to time. Finally it was decided to use not 
over 15 per cent yellow corn, 35 per cent wheat, 
25 per cent oats and 25 per cent brown rice. 
Each cereal was selected from the section where 
conditions were such as to produce the highest 
mineral values, with the precaution that each of 
the mineral elements should be represented as 
well as an abundance of the amino acids, ty- 
rosine, tryptophane and lysine. The following 
results were observed after the use of this mix- 
ture: prompt stimulation of appetite; prompt 
and progressive increase in weight; increase in 
four days of transitional cells and platelets; in 
seven days increase of polymorphonuclear neu- 
trophils and corresponding decrease in lympho- 
cytes; in from ten to twelve days a progressive 
increase in hemoglobin was observed. 

In cases of non-tuberculous lymphadenitis, no 
change in the chest condition was observed by 
the physical examination or roentgenographs un- 
til after the polymorphonuclear neutrophils had 
increased above 55 per cent. 

Feeding experiments with the single whole 
grain cereals and with the mixture of the four 
whole grain cereals; rice, grown and selected as 
already mentioned, was undertaken upon lactat- 
ing animals, both human and the lower animals. 
We found that when the mixture was fed there 
was a much quicker and more permanent effect 
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in increase of quantity and improvement of qual- 
ity of the milk as reflected in the growth and de- 
velopment of the young. 

The question naturally arises, what basis of 
reasoning exists for these results? The answer 
is that the soil in which the yellow corn, wheat 
and oats are grown is limestone in nature and 
was for centuries the winter feeding ground for 
the huge herds of bison, deer and elk which at 
one time were so numerous. This has given the 
soil a fertility that will last for a long time. 

It was also found that the rainfall for this 
region was from 28 to 30 inches during the grow- 
ing season and there were about 19 to 20 days 
per month of sunshine. These conditions seem 
essential in order to produce plants of the high- 
est protein, mineral and vitamin values. In or- 
der to get a sufficient amount of iodin and 
lysine, brown rice was selected from stock grown 
near the sea. 


DISCUSSION (Abstract) 


Dr. J. D. Love, Jacksonville, Fla——I would stress one 
or two of the dangers that attend the feeding of un- 
cooked cereal. Frequently the cereal we feed to babies 
is insufficiently cooked; the starch granule is not 
broken. The cereal should be cooked, where a double 
boiler is used, from four to five hours and, where a 
single boiler is used, from two to three hours. Other- 
wise a rather serious intestinal indigestion may follow. 
Iam sorry to admit that the medical profession, through 
ignorance or indifferente, has allowed itself to be ex- 
ploited by the manufacturers of certain foods. These 
foods have been mentioned by Dr. Weston in his paper. 
We physicians are both recommending and using our- 
selves certain cereals that have no definite food value 
and possibly are harmful rather than beneficial. The 
food made from yellow corn, rice, wheat and oats men- 
tioned by Dr. Weston, I have had occasion to use. It 
has undoubted nutritional value, and children will 
thrive on it. Unfortunately children will also tire of it. 
It has a distinct taste and has a high caloric value and 
is rich in calcium salts. I find that food with a distinct 
taste and high caloric value is tired of more readily than 
food with a lower food value and less distinct taste. 


Dr. Weston (closing).—If I may, I shall consume the 
remaining portion of my time in speaking to you about 
a work we are advocating in South Carolina that will 
probably be soon adopted and that should prove of im- 
mense value to the people who may come within its 
influence. 

It is the chemical examination of the vegetables and 
cereals grown in the various sections of the State. The 
purpose of this is to ascertain what advantages our 
foods possess as well as their deficiencies. We know 
from the analyses made by others that the mineral con- 
tent of vegetables and cereals differ in important re- 
spects when grown in different soils and under different 
conditions. We have compared the mineral content of 
the various cereals grown in Minnesota and in the Blue 
Grass Region of Tennessee and learn that those grown 
in the latter are higher in each of the mineral elements 
those grown in Minnesota. We find that rice 
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grown in a certain section of Louisiana is high in its 
iodin content. 

The iodin content of foods is a most important con- 
sideration. It has been learned that deficiency in iodin 
is, next to syphilis, the commonest cause of abortion. 
The nervous manifestations due to a deficiency of iodin 
are manifold. 

It is important to remember that as a general prop- 
osition foods grown near the sea coast in a fairly level 
country contain an abundance of iodin. 

It is of equal importance to ascertain the calcium and 
phosphorus content of cereals and vegetables. We have 
learned that these elements exist in cereal grains in 
much larger proportions in soils that naturally grow 
blue grass. 

These nutritional matters may be an important factor 
in determining the course of our civilization. 


, POLYMASTISM IN WOMAN* 


By Davis Grit, M.D.,** 
San Antonio, Tex. 


One of the most interesting developmental 
anomalies affecting the mammary gland in 
woman is the occurrence of more or less well de- 
veloped functioning breasts in excess of the nor- 
mal pair. The condition is regarded as rare in 
the human being, and information concerning 
the characteristic differential diagnostic points — 
as well as the treatment of complications arising 
in supernumerary mammae is surprisingly scarce 
in medical literature. 

One of the earliest authentic reports of poly- 
mastism was that of Hannaeus,! while more re- 
cently reports of polymastism have been made 
by Knaebel,? Krause and Felsenreich,? Meyer,‘ 
Palm® and others. 

Polymastism was in all probability known in 
antiquity, evidence to support the belief being 
apparent in reproductions of the Ephesian Diana 
on old Roman coins and on ancient statues of 
that Deity. Some authorities see still further 
evidence of the antiquity of polymastism in the 
appellation “Mammaea,” which was applied to 
Julia, mother of the Roman Emperor, Alexander 
Severus. 

Biologists have given considerable attention 
to the study of polymastism, and some of the 
work which has been done is interesting from 
the standpoint of comparative anatomy, that of 
Buchsan*® being especially notable in this respect. 


An understanding of the embryological devel- 
opment of the mammary gland is essential to 


——— with permission of the Surgeon-General, 
rmy. 

**Captain, Medical Corps U. S. Army Station Hos- 
pital, Fort Sam Houston, San Antonio, Texas. 
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enable one to comprehend clearly the develop- 
mental abberration responsible for polymastism. 
For this reason a very brief resume of the stages 
in the development of the mammary gland is in- 
cluded in this article. 

The mammary gland in higher mammals de- 
velops from a ventrally situated ectodermal crest 
which runs from the axilla to the inguinal fold 
on each side of the midline of the body. These 
crests become apparent in the early part of the 
second month of intra-uterin development, and 
in a short time a series of mounds, formed by 
cellular proliferation, appear at intervals along 
them. Normally in mankind only one mammary 
point appears in the thoracic portion of each 
mammary crest, and from it the normal breast 
develops. 

At times a greater number of mammary points 
appear, but usually any number in excess of the 
normal pair are arrested in their development, 
undergo an atrophic change and disappear. If 
this retrograde metamorphosis fails to take place 
in the excess mammary points, they continue to 
grow and develop to a greater or lesser degree. 

During the second month of embryonic de- 
velopment an ectodermal proliferation occurs at 
each mammary point and a cellular invasion of 
the subjacent mesodermal tissue takes place. In 
the third month columnar processes, the pre- 
cursors of the galactophorous ducts and their 
tributaries, grow into the surrounding tissue from 
these cellular projections: The mesodermal tis- 
sue into which these cellular projections have 
grown later forms the supporting connective tis- 
sue framework of the gland proper. 

During the sixth month the first sign of de- 
velopment of the nipple is evident in an eleva- 
tion at the summit of the mammary area, and 
from the ectodermal projections previously men- 
tioned, bulbous-ended processes are budded out 
which constitute the anlagen of the glandular 
tissue proper. Later the skin over the summit 
of each mammary point becomes raised about 
the developing ducts, encloses them in its sub- 
stance and forms a definite nipple. 

Polymastia is the condition which results when 
involution fails to take place in mammary points 
in excess of those from which the normal mam- 
mary glands develop. The degree of develop- 
ment varies. Sometimes arrest in development 
occurs prior to the time the nipple is formed, and 
in such instances a supernumerary breast will 
be present without a nipple, and the glandular 
tissue present may or may not be functionally 
active during lactation. The size varies just as. 
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it does in the normal breast. The most frequent 
location for supernumerary mammae is in the 
thoracic portion of the mammary crest imme- 
diately inferior to the normal breast. They oc- 
cur, however, at other points in the course of 
the mammary crest and are, therefore, encoun- 
tered in the axilla, on the abdominal wall in the 
region of the umbilicus, or even as far down as 
the inguinal fold. 

According to Laloy,’ the distribution is as follows: 
in the thoracic portion of the mammary crest, above 
the normal breast, in 4.1 per cent of cases; in the 
thoracic portion of the mammary crest inferior to the 
normal breast, in 92.9 per cent of cases; in the remain- 
ing portion of the mammary crest, the abdominal, in 3 
per cent of cases. According to the same author, con- 
sidering all accessory breasts, both supernumerary and 
erratic, the following distribution was found: on the 
anterior wall of the thorax in 91.8 per cent of cases; in 
the axilla in 4.6 per cent of cases; on the back in 18 
per cent, and over the acromion process and on the 
thigh in 0.9 per cent. 

According to these figures, only a very small 
percentage of cases develop accessory breasts 
outside the mammary crest which are, strictly 
speaking, true ectopic or erratic mammae. 
number varies. 

Neugebauer® reported a patient having ten breasts, all 
of which were functionally active. Hansemann® gives 
the following figures as representing the numerical per- 
centage of supernumerary mammae: single in 63.5 per 
cent of patients, double in 32.7 per cent, triple in 2.7 
per cent, and quadruple in 0.8 per cent. He makes no 
mention of supernumerary breasts in numbers greater 
than the above. Buchsan!° believes that the last two 
figures are too small. 

Erratic or ectopic mammae, that is, the va- 
riety of accessory breasts developing outside the 
mammary crest, will not be further considered 
in this article. 

There are times when supernumerary mammae 
give considerable trouble from a diagnostic 
standpoint. Supernumerary mammae that pos- 
sess a nipple are usually regarded by the patient 
as an ordinary mole until the enlargement of the 
subcutaneous glandular tissue connected with 
the nipple causes the patient to suspect some- 
thing unusual. This enlargement of the gland- 
ular tissue takes place coincident with the onset 
of lactation in the normal breast following de- 
livery. The axillary prolongation or tail of a 
normal mammary gland, or an abberant lobule 
of breast tissue situated in the axilla may be 
mistaken for a supernumerary breast. These 
two conditions are differentiated by the pedicle 
of tissue which connects them with the normal 
breast, this being usually quite evident to 
the palpating hand. WHypertrophied sudoripar- 
ous or sebaceous glands may occasionally be 
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confusing, but these altered structures possess 
no nipple, and the secretion which can occa- 
sionally be expressed from them differs from the 
secretion of a supernumerary breast, both 
microscopically and chemically. Lipomata, en- 
larged lymph nodes or acute abscesses in the 
axilla, are also to be considered in the differ- 
ential diagnosis. 

Supernumerary mammae are seldom of im- 
portance from a surgical standpoint. Malig- 
nancy affecting them is almost unheard of, but 
they may be the seat of various non-suppura- 
tive inflammatory conditions. Excoriation or 
chafing of the skin about the supernumerary 
gland from friction of the clothing against it, or 
maceration from the escaping secretion which is 
often quite free, may necessitate surgical re- 
moval of the supernumerary gland. Distention 
with the beginning of lactation may give rise to 
considerable pain and require incision or ex- 
cision of the glandular tissue to relieve it. Oc- 
casionally the lacteal ducts are imperforate and 
give trouble at the first pregnancy. In such in- 
stances cystic dilatation of the imperforate ducts 
takes place, and when the mass is incised con- 
siderable secretion may be evacuated. Lake™ 
has reported one such case in which the patient 
had bilateral supernumerary mammae: one of 
the masses became tender, although not in- 
flamed, and required incision, which evacuated a 
considerable quantity of milky fluid. 

There is usually some discomfort attending 
the engorgement of the supernumerary mammae 
which occurs coincident with the engorgement of 
the normal breast following childbirth. This 
discomfort usually subsides during the first two 
or three days of the puerperium without any 
special treatment. Lactation in the super- 
numerary breast may continue for a period of 
time corresponding with that of the normal 
breast, or the secretion of milk by them may 
cease somewhat earlier. It is not unusual to 
find developmental anomalies occurring else- 
where in patients with this condition. The 
following two case reports are of patients which 
have recently come under the observation of the 
writer, each of which possessed supernumerary 
mammae: 

Case 1—Mrs. A., housewife, aged 21 years, was ad- 
mitted to the hospital in labor. The family and pre- 
vious personal histories were unimportant. There had 
een no previous pregnancies. The physical examina- 
tion revealed nothing of note except the phenomena of 
a pregnancy at full term. After a short uneventful 
labor the patient gave birth to a norrhal full term child. 


On the day following delivery the normal breasts be- 
came engorged and the patient noticed the presence of 
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an unusual mass in each axilla. Examination revealed 
a doughy ovoid mass within the right axilla near the 
axillary border of the pectoralis major muscle. The 
mass measured 3 cm. in the lesser diameter and 5 cm. 
in the greater, and formed a protuberance over the un- 
derlying tissues approximately 2 cm. in height. The 
sensation imparted to the palpating hand was similar to 
that of normal breast tissue. The mass was slightly 
tender, but no other signs of inflammation were present. 
Through a group of small orifices in the skin overlying 
the mass, colostrum was exuding in small drops. 

Examination of the left axilla showed a similar mass 
in practically the same location as that in the right 
axilla but somewhat smaller in size. There were no 
openings in the skin covering the mass on this side. 

The mass in the right axilla diminished considerably 
in size when the child nursed the normal breast on the 
same side. The decrease in size was due to the spon- 
taneous excretion of milk from the supernumerary 
breast during nursing. 

There was no formation resembling nipple tissue over 
either mass, and there were no areolae. An interval of 
5 cm. separated the upper outer limit of the normal 
breast and the supernumerary gland on each side. 


The patient suffered no inconvenience from this 
anomaly, except slight soiling of clothing by the milk 
exuded ‘from the right supernumerary gland, and no 
special treatment was required for the relief of the con- 
dition. 

The accessory breast on the right side was function- 
ing when the patient left the hospital sixteen days after 
admission. Subsequent examinations were not made, 
and, therefore, it is not definitely known how long the 
supernumerary breast continued to function. 


Case 2.—Mrs. B., a housewife, aged 20 years, was ad- 
mitted to the hospital in labor. The previous personal 
history was unimportant, except for the fact that the 
patient had given birth to a normal full term child two 
years prior to her present admission. The physical ex- 
amination was entirely negative, except for the phe- 
nomena of pregnancy at full term. The delivery was 
uneventful. Following delivery the normal breasts be- 
came engorged, and the patient called attention to 
masses which had appeared in each axilla, and stated 
that milk was flowing from them. 

Examination of the axillae revealed two ovoid masses 
in the right axilla and two in the left. Those in the 
right axilla were approximately 5 cm. in ‘one diameter 
and 4 in the other, and former a protuberance over the 
underlying tissues approximately 1.5 cm. high. They 
were located within the axilla near the axillary border 
of the pectoralis major muscle. The consistency was 
similar to that of normal breast tissue. When the arm 
was elevated the masses moved forward and rested to a 
greater extent upon the pectoralis major muscle, al- 
though the posterior portion remained within the axilla. 
When the arm hung naturally at the side, the masses 
were almost completely shielded from view. On the 
summit of each mass situated a small but distinct and 
well formed nipple, which measured 2 by 3 mm. The 
masses were separated by an interval of approximately 
1 cm. The masses in the left axilla were slightly larger 
than those in the right. There was an interval of six 
centimeters separating the supernumerary glands and 
the upper outer limit of the normal breast, and there 
was no evidence of a pedicle connecting the axillary 
masses with each other or with the normal breast tissue. 


The patient could easily express several drops of milk 
from either of the nipples on the left side and from the 
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lower nipple on the right. There was some decrease in 
the size of the axillary mammae when the child nursed 
the normal breast, due to the fact that milk exuded 
spontaneously from the accessory mammae at that time. 


The only inconvenience suffered by the patient was 
slight tenderness affecting the supernumerary breasts 
during the first few days of the puerperium and the 
discomfort occasioned by the escaping secretion which 
soiled the clothing. The patient was discharged from 
the hospital on the sixteenth day, convalescence having 
been uneventful. 

Examination of the secretion showed it to be chemi- 
sf and microscopically identical with normal breast 
milk. 

The last case reported had observed the accessory 
breasts in the axilla following a previous childbirth, and 
stated that the accessory breasts continued to function 
for a period of six months, cessation of function in the 
supernumerary breasts occurring coordinately with the 
cessation of lactation in the normal breasts. 

Neither of these patients had any other developmental 
anomalies. 

CONCLUSIONS 


(1) Supernumerary mammae are important 
from a differential diagnostic standpoint. 

(2) They seldom require any treatment other 
than palliative and during the period between 
pregnancies are usually symptomless. 

(3) The last case reported is rare, according 
to Hansemann (vide supra). Cases of this type 
constitute only 0.8 per cent of all supernumerary 


mammae. 
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THE ADVANTAGES OF LOCAL ANES- 
THESIA IN TONSILLECTOMIES 
IN ADULTS* 


By J. C. Macponatp, M.D., 
Oklahoma City, Okla. 


The fact that tonsil operations are done by 
many men who are not specialists in this work 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Twentieth Annua 
Meeting, Atlanta, Georgia, November 15-18, 1926. : 


does not mean that the operation is not one 
that requires skill, but that too often poor oper- 
ations are done. 

For the past five years I have done an in- 
creasing percentage of my adult tonsillectomy 
cases under local anesthesia with a modified 
Sluder technic until at the present time I am 
doing about 85 per cent of cases in this manner. 
The other 15 per cent are done under general 
anesthesia either because the patient prefers it 
or because of the nervousness of the patient. 

The reasons for the increase in my local 
anesthesia work are especially a change in my 
technic from the dissection and snare method to 
that of a modified Sluder. Also the operation 
can be done without pain, with only slight bleed- 
ing as a rule, with less shock, with practically 
no post-operative nausea or vomiting. Most 
patients dislike ether anesthesia, and lastly, local 
anesthesia is safer. 

The operation can be done without pain if 
the tonsils are properly injected, and one will 
take the time to ascertain whether or not the 
tonsils are really deadened, allowing the patient 
to be the judge of this. 

Due to the adrenalin used, the amount of 
bleeding is, of course, lessened, and if one will 
wait at least ten minutes after the injections are 
made to allow the adrenalin sufficient time to 
act the bleeding will be still further reduced. 

Nausea or vomiting seldom occurs after this 
type of anesthesia, and the chances of their oc- 
currence are lessened even more if morphin is 
omitted beforehand. 

The period of disability is shorter because of 
the above mentioned facts. 

Most adults dislike an ether anesthesia, and 
when they are informed that the tonsils can be 
removed without their being put to sleep they 
usually appear relieved. Of course, there are 
those who will not consider a local anesthetic, 
because they are nervous or nerveless, and for 
these a general anesthetic is to be preferred. 


The local anesthetic is certainly the safer one, 
because there is no danger of a pneumonia fol- 
lowing, and the chances of a lung abscess due 
to inhalation of septic materials or secretions is 
reduced. 

If the patient is assured that the gagging can 
be greatly relieved by spraying the throat, and 
that the operation will not be started until he 
himself says the tonsils are thoroughly deadened, 
you have removed from his mind certain fears 
that may have made him think that he could 
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not have this operation without a general anes- 
thetic. 

I have my patients come to the hospital with- 
out breakfast, and one-half hour before oper- 
ation they are given one-one-hundred-and-fif- 
tieth grain of atropin sulphate hypodermically. 
This will give the patient a dry throat and en- 
able the work to be done with fewer interrup- 
tions due to expectorating. To control the 
gagging and also to produce a surface anesthesia 
so that the injections are not painful, the palate, 
pillars and pharynx are sprayed with a 2 per 
cent solution of butyn. Since using butyn for 
this purpose I have never noticed any toxic ef- 


_ fect from it and find it a great improvement 


over cocain solution for this reason. 


I have been using either procain or novocain 
in 1 per cent solution with adrenalin for this 
work and believe one as good as the other. Ap- 
parently neither of these anesthetics is very 
toxic, but one must be careful of the amount of 
adrenalin used, especially in patients with a 
hyperthyroidism. 

An injection of a few minims of the solution 
is made about each posterior palatine nerve and 
three injections through each anterior pillar in- 
filtrating the tissues posterior to the capsule. 
For the lower injection I use a two-inch needle 
so that the tissues about the lowest part of the 
tonsil can be reached. It is this lower pole of 
the tonsil which is more often not thoroughly 
anesthetized than any other part of it. 

Before making an injection the mucous mem- 
brane is dried and painted with tincture of 
iodin. After making the injections, I usually 
wait about ten or fifteen minutes, this delay al- 
lowing a more complete anesthesia. When the 
combined nerve block and infiltrations method 
is used, the hemostasis will also be more marked. 
The tonsils are seized with the tenaculum to de- 
termine if anesthesia is complete; if not, another 
injection is made. 


I do a modified Sluder operation, the LaForce 
instrument being used, which allows one to do a 
rapid enucleation which is especially desirable 
in local anesthesia work. It is not necessary to 
use the instrument as a hemostat, as it is used 
under general anesthesia, because the bleeding 
is largely controlled by the adrenalin. 

In fact, it is since I have been using this 
technic that I have been operating an increasing 
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number of my adult patients under local anes- 
thesia. The tonsils can be removed so quickly 
that the patients are both surprised and de- 
lighted. A patient often remarks that “if he 
had known there was no more to the operation 
than what he has just gone through he would 
have had his tonsils out long before.” 

I am not arguing for speed in operating if a 
slower operation will give a cleaner fossa, or less 
scarring, but with this technic one does not 
sacrifice anything for speed. 

But no matter what technic is used in tonsil 
surgery, I believe for most adults the local anes- 
thesia is the anesthetic of choice. 

All oozing should be completely checked be- 
fore the patient is allowed to leave the operating 
room. This can usually be accomplished by 
pressure with a dry sponge. If there is much © 
oozing, it can be controlled by moistening a 
sponge and dipping it in tannic acid powder and 
applying this to the fossa. I have seldom found 
it necessary to suture or ligate a bleeding vessel, 
but it is well to seize these with a hemostat. If 
the bleeding is completely checked, it is not only 
more pleasant for the patient, but there will be 
fewer post-operative hemorrhages. Immediately 
following the operation the patient is given one- 
half to one grain of codein hypodermically, which 
is repeated several times during the day, if nec- 
essary, to control the pain. 


Upon leaving the hospital the patient is given 
a prescription for powders containing codein, 
phenacetin, aspirin and caffein to be taken sev- 
eral times daily for several days. These pow- 
ders make the patient’s convalescence much 
more comfortable. 


The incidence of infection in my series of 
cases has been very slight. In over five hundred 
operations performed under the above technic, 
there have been two cases in which infection de- 
veloped, resulting in a cellulitis of the tissues of 
one side of the neck. One of these cases had a 
very severe infection which caused the patient 
much suffering and me a great deal of anxiety. 


The fact that an infection may now and then 
occur is sufficient reason for using all the aseptic 
precautions possible. 


301 West Twelfth Street. 


Discussion follows paper of Dr. Minchew, page 776. 
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ESSENTIALS OF SUCCESSFUL LOCAL 
ANESTHESIA* 


By B. H. MiIncHEw, M.D., F.A.CS., 
Waycross, Ga. 


It is not my intention to go into the details 
of the method of performing an operation under 
local anesthesia. Indeed, the surgical technic of 
a given operation would be varied by every man 
present in some essentials, and a discussion of 
details would involve all forms of local anes- 
thesia, as well as of surgical principles. 

Some essentials in the successful use of local 
anesthesia may have been overlooked by capable 
surgeons, who merely on account of these omis- 
sions may have abandoned the method. The 
small details of surgical technic have perhaps 
overshadowed some of the more important points 
in the administration of local anesthesia. The 
question of local anesthesia may have been ap- 
proached from the wrong angle, from the angle 
of pain only, minimizing the surgical procedure, 
and operations may have been performed under 
environments that invited results which should 
not be charged to the anesthesia. Too many of 
us are doing operations in the office under local 
anesthesia for the simple reason that the patient 
is able to get up and walk from the operating 
table, or the specialist’s chair, and go to his 
home or apartment in a taxicab when, as a mat- 
ter of fact, the operation should have been done 
in a hospital with every convenience and safe- 
guard which a well equipped institution has to 
offer. 

The facilities of a hospital and the subsequent 
treatment possible in an institution are essential 
for an operation under local anesthesia. Plans 
for routine treatment and preliminary prepara- 
tion of the patient are as necessary in the case 
of a local anesthesia, as if the operation were 
to be done under general anesthesia. The same 
cautious and painstaking methods of diagnosis 
to determine the real reason for the operation 
should be given, and the same picture of the 
subsequent results should be in the surgeon’s 
mind. We should not fall into the habit of 
making an easy diagnosis, for an easy operation, 
under an easy method, with all the comforts of 
home during the operation and during the post- 
operative period. 

A highly nervous surgeon cannot use local 

*Read in Section on Eye, Ear, Nose and Throat, 


Southern Medical Association, Twentieth Annual 
Meeting, Atlanta, Georgia, November 15-18, 1926. 
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anesthesia successfully. The surgeon must have 
absolute control of himself during the progress 
of the operation under this method. Some of 
our failures come, not from the conduct of the 
patient, but rather from an inability to control 
oneself. The temperament of the surgeon is of 
great importance. He must anticipate for the 
patient those things which will occur, and be 


able either to forestall them or handle them as | 


they come. The laryngologist can successfully 
operate upon tonsils in most children above 
twelve years of age under a local anesthetic, if 
he is able to obtain the confidence of the child, 
and then anticipate what that child will do un- 
der well known situations. 

It is a great mistake to allow sympathetic 
friends or relatives of patients in the operating 
room during the preliminary preparation of the 
patient, and certainly during the progress of the 
operation. If a friend or relative is present, the 
patient will probably show some need of the 
sympathy which his presence suggests, which 
often results in an awkward situation for the 
surgeon as well as for the person present. 

The surgical assistant should be fully ac- 
quainted with the operator’s method and as well 
trained in temperament and.in behavior to the 
patient as possible. The nurse who says or 
does the wrong thing can often prevent a suc- 
cessful operation. A tactful and skillful nurse 
is one of the essentials in the employment of 
any method, particularly where the temperament 
and psychology of all concerned are controlling 
factors. 


It is not well to carry the patient immediately 
from the office to the hospital and perform an 
operation under any method. If he is kept in a 
hospital overnight, and certainly for a day or 


- more, he becomes acquainted with his surround- 


ings. Contact with other patients or their 
friends often relieves a great deal of apprehen- 
sion on the part of one who contemplates an 
operation by the same process. 

Nothing can contribute to the failure of any 
method so much as a vacillating manner on the 
part of the physician. If one intends to use the 
method of local anesthesia, he must employ it in 
all cases in a given group without leaving that 
matter to the decision of the patient. If one 
gives general anesthesia in one case and local in 
another of the same type, the two patients will 
destroy the confidence of each other in both 
methods by comparing notes and giving their 
views with regard to the physician’s varying 
methods. It has been my custom for a number 
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of years to decline to give any adult a general 
anesthetic for the removal of tonsils, but each 
case has been hospitalized just as if a general 
anesthetic were given. 

For the last year or more it has been my 
custom to employ local anesthesia in the radical 
operation for empyema of the maxillary antrum, 
and I have recently employed this method for 
mastoidectomy. Within the past two years it 
has been my practice to operate upon as many 
children as possible under local anesthesia. I 
have used this method a number of times with 
ten-year-old children, and in one case with a 
seven-year-old child. This can be done by any 
one who will try to perfect his method to the 
greatest point of efficiency. Then whatever 
reputation one can establish in his work will be 
based upon a definite method, and patients will 
seek out that individual because of his method, 
and be prepared to follow instructions with re- 
gard to. it. 

I am of the opinion that we are too much 
fascinated with the classical bloodless method of 
operation, and with this in mind we use too 
much adrenalin or other form of artificial hemos- 
tasis. We often operate in a dry field, which is 
indeed a thing to be desired, and close the 
wound apparently dry, only to find a severe 
bleeding a few hours later, when relaxation of 
muscle tissue and blood vessels occurs. Subse- 
quent interference with the wound in controlling 
hemorrhage after a local anesthestic has been 
employed will defeat the real service which this 
very useful method can give us. It is better to 
“catch up” and tie off a few bleeding vessels 
during the progress of operation, and allow other 
bleeding points to control themselves by natural 
hemostasis, than to try to obtain a perfectly dry 
field during the operation with the use of 
adrenalin and have bleeding occur later, which 
may necessitate the employment of a general 
anesthetic. Such situation would defeat all the 
efforts of a successful local anesthetic. 


I cannot condemn too much the promiscuous 
use of the many synthetic preparations for local 
anesthesia put on the market by manufacturing 
chemists. One should select a non-toxic prep- 
aration, perfect his use of that to the highest 
point, with a full understanding of the require- 
ments for dosage, infiltration, and so on, and 
stick to that. Do not allow an ambitious detail 
man to have you change the form of drug used 
with the frequency of his visits. 


A given amount of novocain will anesthetize 
a certain area, and with almost accurate pre- 
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cision we use the same amount in each oper- 
ation in a certain group. One should use enough 
to insure anesthesia. Do not try to “feel the 
patient out.” Once a patient has felt severe 
pain, his confidence and stamina may be gone, 
and all efforts are defeated. Be sure to use 
needles with sharp points and do not force in- 
filtration. Such an attempt will produce pressure 
pain before the action of the drug can prevent it. 
Infiltrate as much tissue from the same opening 
as possible, carrying the point of the needle in 
different directions. 

One makes a mistake in attempting new in- 

strumentation under local anesthesia unless the 
manipulation is fully understood by the sur- 
geon. One of the essentials of a successful 
operation under local anesthesia is sharp instru- 
merits. Do not attempt to make a skin incision 
unless the instrument cuts smoothly. An in- 
strument that will carry through tissue without 
jerking, pulling and nagging will be a source of 
comfort to the physician as well as make the 
operation successful with regard to absence of 
pain. The sensation in most operations where 
proper infiltration has been done is that of 
dragging and pulling, and if this can be avoided 
with a sharp instrument, then greater comfort 
is enjoyed by the patient. Do not nag at the 
wound, or allow an assistant to make unneces- 
sary retraction. 
_ Patients operated upon under local anesthesia 
anticipate a greater measure of comfort during 
post-operative treatment than the same group of 
cases operated upon under general. They seem 
to think that, because the operation has been 
done without pain, they should have no discom- 
fort afterwards, and become very impatient on 
this account. We should endeavor to make this 
class of cases just as comfortable as possible for 
the first twenty-four to forty-eight hours by the 
use of any form of drug preferred, and in this 
way the unpleasant experiences which a patient 
is always glad to relate may be forestalled. 


Patients should always be placed in a reclin- 
ing or semi-reclining position in an adjustable 
chair or on the table for operation. Do not try 
to remove tonsils or do submucous resections 
with the patient in a sitting posture. It is well 
to tell the patient to make himself as comfortable 
as possible and conduct himself as if no oper- 
ation were going on. Every maneuver and 
manipulation of the surgical procedure should 
mean something, and accomplish the end as 
quickly as good surgery will allow. All needless 
conversation should be omitted, and whatever 
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conversation is indulged in should be directed 
toward what one is doing, the progress being 
made, and the cooperation that one is enjoying 
from the patient. It is possible to build that 
happy cooperation between the mind of the pa- 
tient and that of the physician, as well as the 
nurse, which has already been mentioned, that 
will lend to the successful administration of 
the method employed. I doubt that the method 
used by some surgeons of having a nurse at the 
head of the patient carrying on a conversation 
with him is helpful. Rather the patient should 
be able to follow the directions of the physician 
with regard to the assistance often needed, which 
can be rendered by him. 

Avoid all danger as to the drug used. I use 
a 5 per cent solution of cocain squeezed out, to 
swab the throat, before a needle is introduced 
to inject novocain into the pillars for tonsillec- 
tomy. But before the nurse is allowed to pour 
the novocain into the glass or enamel jar, the 
cocain is carried from the room altogether, and 
then the label of the novocain noted by the 
operator. Some of the mortalities which have 
been recorded from the researches of the Amer- 
ican Medical Association have been charged to 
the mistake of using cocain instead of a non- 
toxic preparation from a bottle on the same 
table. This can be avoided if a definite routine 
is followed. A fresh solution of the drug to be 
used is necessary. 

A preliminary hypodermic of some prepara- 
tion should be given. It has been my practice 
in tonsil work to employ one-sixth grain of mor- 
phin and one two-hundredths of scopolamin half 
an hour before an operation is contemplated, and 
to tell the patient that the preliminary medica- 
tion was intended as a part of the routine prep- 
aration for the operation. Many patients, un- 
less otherwise instructed, will come into the 
operating room with a great deal of fear that 
the preliminary hypodermic was intended to 
anesthetize; and with sensibilities keen, there is 
dread of pain, which can be allayed by the ex- 
planation stated. 

It has been the practice of some surgeons to 
use magnesium sulphate in solution with mor- 
phin as preliminary medication, and they insist 
that the combination carries narcosis longer fol- 
lowing the operation, and at the same time ac- 
complishes more with regard to the patient’s 
state of mind than any other solution. Dr. 
James Gwathmey advocates a larger dosage of 
morphin than we ordinarily employ as prelim- 
inary either to a local or general anesthesia. 
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He states that it should be the practice of the 
surgeon to meet the effects of the morphin and 
magnesium sulphate with a reduced amount of 
ether or whatever vapor may be employed in 
the general anesthesia, and similarly with the 
novocain, or whatever is used in a local anes- 
thetic. 

In recent operations for simple mastoid I have 
seen no unpleasant symptoms, and no complaint 
from my patients in regard to pain, after the 
use of one-third grain of morphin with one- 
hundredth of scopolamin and a surprisingly 
small amount of novocain injected into the tis- 
sues over the mastoid area. 

If we desire to operate under local anesthesia 
upon a highly nervous individual, I would sug- 
gest the use of a greater amount of morphin and 
scopolamin, or whatever combination one de- 
sires, than with the ordinary even tempered in- 
dividual. 

At the Clinical Congress of American College 
of Surgeons in Philadelphia in 1925, Dr. Gwath- 
mey made the following statement: 

“Looking over the statistics as we know them today, 
it seems to me that if the surgeon can possibly qualify 
himself to use local anesthesia he should do all adult 
tonsils under local anesthesia instead of under general.” 

This statement was made by him in a paper 
read before the Section of Ophthalmology and 
Otolaryngology and was reprinted in the Bulle- 
tin of the American College of Surgeons in April, 
1926. With one so well qualified to give a gen- 
eral anesthetic, and to make a general anesthetic 
safe upon all cases for any operation, as this 
man is recognized to be, his suggestion that the 
surgeon should qualify himself to use local sums 
up the whole matter. The question of success- 
ful local anesthesia is not so much the skillful 
manipulation of instruments, or the keen knowl- 
edge of anatomical relationship, as it is a mat- 
ter of self-control, temperament, confidence in 
one’s method, and the following of definite clear- 
cut rules of procedure and practice. 

There are fundamental reasons why some sur- 
geons employ local anesthesia successfully where 
others, quite as capable, prefer general. These 
essentials should be carefully studied, and meth- 
ods adopted which will reflect credit upon our 
profession in their endeavor to find the truth 
and follow it. 


DISCUSSION (Abstract) 
Papers of Dr. Macdonald and Dr. Minchew 


Dr. Frank Boyd, Fort Worth, Tex—For many years 
in removing tonsils from adults, I have used local anes- 
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thesia. There are very few cases that are so nervous 
that they must be put to sleep. 

We should stress the point that this is not a simple 
operation. Those of you who have ever had it done 
will agree with me that it is not a simple operation. It 
should be done in a hospital, or some place where the 
patient can be properly prepared and cared for several 
days afterwards. Because a patient does not have 
bleeding in twenty-four hours does not mean that he 
will not bleed later. The most violent hemorrhages I 
have ever had have come on a week after the operation. 
It is a major operation and one which general practi- 
tioners and general surgeons should not do. The cases 
should be referred to specialists. As local anesthetic, I 
use novocain, 1 to 2 per cent, and do not always use 
adrenalin, because it has an effect on the heart action, 
especially with people who are nervous. The prepara- 
tion of the patient is very important. Frequently we 
operate upon these cases when we wished we had waited 
a while. Be sure that you know your patient thor- 
oughly before you do the operation. 


Dr. Homer Dupuy, New Orleans, La.—I am impressed 
that too often the so-called local anesthesia is a “vocal 
anesthesia.” This is due to two factors: one the ques- 
tion of the solution used, the other technic. We have 
experimented in the Charity Hospital: in one group of 
cases with 1 per cent solution of novocain, in another 
series with a 2 per cent solution. We certainly get bet- 
ter anesthesia with the 2 per cent. I object to the use 
of adrenalin, because with it we enjoy a false security. 
To reduce the hemorrhage while operating and have it 
occur post-operatively is not desirable. 

The second item is the matter of how best to inject 
the solution. As the nerve plexus lies at the base of 
the tonsil, we must inject behind the tonsil. We enter 
in the recess between the anterior pillar and the tonsil. 
With a long needle we should reach a point behind the 
tonsil. This procedure is practically a nerve blocking. 
By avoiding entrance through tonsil tissue we re- 

to a minimum the very grave danger of infect- 
ing the cervical, peritonsillar and retropharyngeal 
regions. 


Dr. E. W. Carpenter, Greenville, S. C—A few weeks 
ago in the State of Virginia a lad of eighteen years, a 
fine physical specimen of young manhood, was pre- 
pared for a tonsillectomy. Adrenalin chloride and 
novocain were injected and in a few minutes he was a 
corpse. What was the cause of his death? Did ad- 
renalin have anything to do with it? Did the surgeon 
know that a commission appointed by the Nose and 
Throat Section of the American Medical Association to 
study the effect of a combination of these drugs had 
advised against their use? Does this Section know of 
the findings of this commission? Are we justified in 
continuing to use these drugs together? 


_Dr. W. Likely Simpson, Memphis, Tenn.—I do not 

like to spray a‘ solution of cocain into the throat. If 

you are going to use cocain, a safer method is to put 

the cocain applicator into the cocain and squeeze it out 

and place it where you want it, instead of spraying it 

a the pharynx and allowing it to run down into the 
nx. 


Not enough has been said about the preliminary prep- 


aration of the patient for local anesthesia. If you are 
Soing to secure good results, it seems to me that it is 
well to place the patient in a room that is rather dark, 
and it 1s very much better to have a nurse in the room. 

preliminary treatment would be three % grains of 
morphin over a period of an hour and a half, with 
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probably a dose of scopolamine or atropin with the 
second dose. The eyes of the patient should be cov- 
ered. As the patient goes to the operating room his 
eyes should be covered and there should be no talking 
during the hour and half before operation. 


Dr. Clifton M. Miller, Richmond, Va—In the matter 
of local anesthesia you should pay a little more atten- 
tion to the selection of the patient. A young adult 
male from 15 to 20 years old, who is playing basketball, 
football and baseball, after the least bit of instrumenta- 
tion in the office will probably faint. On that class of 
patients, as a rule, you cannot use local anesthesia. 
They are scared at the very name of “doctor.” The 
hardest case I ever had to deal with was a prize- 
fighter 28 years old. I could not introduce a speculum 
to examine the external auditory canal to find the 
source of bleeding. A large per cent of these you can- 
not do under local. A great deal depends upon the 
selection of the patient as well as the operator, and I do 
not agree with the essayist in saying that a method 
should be adopted and ali cases done by that method. 
I think that is a mistake. Adopt a method if you 
wish, but select the patients just as carefully. We must 
have the full cooperation of the patient. 

Recently we have been giving previous to operation 
1-6 grain of morphin and 1-150 of atropin a half hour 
before, and an hour and a half before we give 3 grains 
of luminal, which makes the general systemic effect of 
the local anesthesia less marked. 

Again I disagree with the essayist as to putting an 
opiate of any character in the hands of a patient when 
he leaves the hospital. Patients these days know what 
opiates are, and to hand an opiate to an ambulatory 
patient is wrong. They become used to the effects of 
opiates in the reduction of pain and for every pain they 
want an opiate. 


Dr. Arthur Weil, New Orleans, La—In our experience 
a general anesthetic has been the most successful. If 
the patient prefers a local, or if there is some contra- 
indication for a general, then, of course, use a local. I 
believe the general anesthetic is safer, and it is also 
pleasanter for the patient. There are reasons for using 
a local in nose operations and mastoid operations, but 
in tonsillectomy this is not true. In the first place, you 
cannot absolutely control the gagging of the patient, 
which is unpleasant and interferes materially with the 
success of the operation; and in the second place, it is 
safer. The report of the Committee on Local Anes- 
thesia of the American Medical Asscciation shows a 
certain number of fatalities, and I beiieve the number 
of fatalities is greater, whether they use adrenalin or 
morphin, than the number under general anesthetics. 

Then comes the question of delayed hemorrhage. I 
do not mean a secondary hemorrhage that comes a 
week after, but I believe there is less delayed hemor- 
rhage twenty-four hours after the operation is done un- 
der general than under local. Why? Because if a 
patient is under a general anesthetic, if he is going to 
bleed, he will bleed then. Every condition is favorable 
for bleeding then, and if you have any bleeding points 
you can tie them up and you are comparatively sure 
that you will not have delayed bleeding; whereas, with 
novocain, either with or without adrenalin, when the 
reaction subsides you do get delayed bleeding. Con- 
sequently I feel that while a local anesthetic may be 
the anesthetic of choice when it is advisable, yet in a 
majority of cases we prefer a general anesthetic unless 
it is contra-indicated. 


Dr. J. M. Woodson, Temple, Tex—I want to take 
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exception to what Dr. Weil implies that if a patient 
gags an operation under a local anesthetic is a failure. 
I have operated upon children as young as six years of 
age without gagging and without any complaint on the 
part of the child and with entire satisfaction. If we 
were more careful and took more time in securing the 
effect of the local anesthesia, we should get better re- 
sults. Of course, the patient must be prepared and the 
individual’s psychology must be considered, and the 
patient brought under control pretty well before the 
operation is begun. 

I wish to condemn the use of adrenalin. It is contra- 
indicated for many reasons, especially in cases of hyper- 
tension. I have used adrenalin in some cases where I 
did a tonsillectomy under local anesthesia. I noticed 
that frequently after I put the needle in the second 
time the patient complained of a severe headache. 
Thinking over the matter, I decided that the adrenalin 
had just as well be left out. I do not mind the little 
hemorrhage because that can be controlled. 

Dr. Miller spoke of luminal, which is good. I know 
of nothing that produces a more calming effect upon 
the patient than this drug. If you use a grain and a 
half in the course of an hour before operating, the 
nervous patient will calm down and give no trouble at 
the time of operation. 


Dr. John T. Crebbin, New Orleans, La.——The argu- 
ment used by Dr. Weil regarding a general anesthetic 
may be used with just as much force in favor of local 
anesthetics. 

I must disagree with the first essayist relative to the 
patient’s not eating breakfast the morning of the oper- 
ation. I find it an advantage for him to do so. 

Local anesthesia is the ideal, whether in tonsillec- 
tomies, mastoidectomies or any other case. Regarding 
the use of adrenalin, millions of cases have been oper- 
ated upon under novocain and adrenalin. Of course, 
there may be a few fatalities, but I can hardly con- 
ceive that the case sighted was caused by adrenalin any 
more than by novocain. 

We should certainly be handicapped if we did not use 
adrenalin. The use of novocain 0.5 per cent in my 
hands and in the hands of a majority is as efficacious as 
a stronger solution, so why not use the weaker solution? 

I do not find it necessary to spray or make applica- 
tion to the throat or pillows with cocain before operat- 
ing. I depend on the novocain and adrenalin injections 
only. 

Dr. P. V. Mikell, Columbia, S. C—The removal of 
diseased tonsils constitutes the majority of the oper- 
ations in otolaryngology, and I am quite sure that the 
last word upon the subject has not been said. 

My preference for local anesthesia in adults is based 
upon several factors. All things being equal, the local 
is safer. It is much more comfortable to the patient, 
and last but not least, it cuts his stay in the hospital by 
half. Someone said that the mortality was higher with 
local than with general anesthesia. This is contrary to 
the experience of the large clinics, such as the Mayo’s, 
where practically all adults are operated upon under 
local anesthesia. We should expect a higher mortality 
with local than general anesthesia, because in some 
parts of the country only patients with some kidney, 
heart or bronchial conditions are referred for locals, 
the cases in which general anesthesia is entirely contra- 
indicated and is dangerous to life. If local is the best 
type of operation for the poor risk, why not be a 
least consistent and use it in the good risks? } 
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There are certain safety first essentials in this oper- 
ation as in any other major procedure. The patient 
should go into the hospital the night before operation 
and should have a careful history taken and physical 
examination and laboratory work done. 


The morning of operation he should have a hypo- 
dermic of morphin 1/8 and hyoscin 1/200 half an 
hour before being rolled into the operating room. He 
should be placed in a semi-recumbent position and made 
as comfortable as possible and the room should be 
quiet. The point of the needle used in making the in- 
jection into the tissues around the tonsil should be 
wiped with an alcohol sponge after each insertion into 
the tissues. During or after the operation, if bleeding 
is annoying, the method of pressing the tonsil back into 
the fossa originated by Dr. Joseph Greene, of Asheville, 
is very effective in controlling the oozing. After the 
tonsils are removed the superficial injection into the 
fossa of quinin and urea in weak solution is effective 
in controlling pain and in lessening the tendency to 
bleeding. In the after-treatment, the patient should be 
kept comfortable for the first twenty-four hours with 
morphin in moderate doses. 

Regarding fatalities, if a physician operates enough, 
he will have fatalities regardless of every precaution he 
may take. Why should we expect never to have fatal- 
ities in this operation, when the best life insurance com- 
panies figure upon not less than eight out of every 
thousand of their preferred risks dying annually? 


Dr. R. J. Cowley, Berea, Ky—I would like to men- 
tion the advisability of using local anesthesia not only 
in the removal of tonsils, but for doing tonsillectomy in 
a case of quinsy when it is first starting. For some time 
I have done this. We work with students mostly, be- 
cause I am in a college town, and I get my cases early 
so that very often I see a case of quinsy when the red- 
ness and swelling have just begun. In the last two or 
three years I have put such cases in the chair and in- 
jected local anesthesia and removed the tonsils, thus 
saving them from any further experience with quinsy. 


So far I have not noticed that these cases are any- 


slower in healing after the operation than ordinary 
cases. 


Dr. Macdonald (closing)—In tonsillectomy in an 
adult, the patient should not be led to believe that there 
is not much to it, and that there is not much post- 
operative pain. 

In injecting the tonsil, inject through the anterior 
pillar, posterior to the capsule is the better method, as 
making the injection through the tonsil is apt to carry 
the infection into the tissues. 

The use of adrenalin is something else on which differ- 
ent men disagree. I use adrenalin in moderation and 
believe it is an advantage, but the patient should have a 
careful examination beforehand so that in such condi- 
tions as hypertension and hyperthyroidism it may be 
avoided. If an unusually large amount of an anesthetic 
solution is necessary for anesthesia, then we must not 
use adrenalin in all of the solution. The spraying of 
cocain is a bad thing. I do not use cocain at all. 
Butyn is used, and it can safely be used as a spray, 
because if it is toxic at all it must be only slightly so. 
I think spraying preferable to swabbing, as it does not 
start the patient gagging. 

The pharynx is sprayed freely enough to get the de- 
sired anesthesia. 

To give the patient powders containing codein to take 
home with him after the operation may be wrong, but 
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it does give the patient relief, and I do not believe any 
bad effects will result. 

If there is any difference in post-operative bleeding 
in the cases done under local anesthesia with adrenalin 
and under general anesthesia without adrenalin, I have 
failed to notice it. 

In local anesthesia work one must allow sufficient 
time for the parts to be operated to become thoroughly 
anesthetized. It must be left to the patient to tell when 
that is. 

Do not give local anesthesia to nervous or irritable 
patients. 

Dr. Minchew (closing).—My paper deals simply with 
the methods I have employed with success in my own 
work; therefore, the methods I have adopted. Many 
cases require general anesthesia, but my work has been 
along the line ef local anesthesia, and I have fewer peo- 
ple coming to me thinking they will get a general anes- 
thetic than I had three or four years ago. It is a ques- 
tion of the method to which a man is accustomed, and 
with which he is most successful. 


MANAGEMENT OF THE HYPOTHYROID 
PATIENT*} 


By Wa. H. Hiccrns, M.D., 
Richmond, Va. 


The term “hypothyroid state” as now used in- 
cludes a variety of clinical syndromes not for- 
merly attributed to the thyroid gland. In older 
textbooks the outspoken forms of thyroid defi- 
ciency were cretinism, myxedema and cachexia 
strumipriva. More recently the attention of 
many clinicians has been centered on a border- 
line type not clearly differentiated clinically, but 
partaking of some of the characteristics of true 
myxedema. In order that the discussion of the 
management of the hypothyroid patient may be 
intelligently presented, it is necessary that the 
—" of this term should be clearly set 
orth. 

Since the studies of Kendall and Plummer, we 
know that the essential function of the thyroid 
gland is the elaboration and delivery to the 
blood of a secretion containing the active agent, 
thyroxin. This substance is apparently con- 
cerned in the process of oxidation and is active 
in practically all the cells of the body. The 
most striking clinical example of the effect of a 
diminished supply of this secretion is cretinism, 
which is the result of a prenatal faulty develop- 
ment or a post-natal destructive lesion of the 
gland itself. The picture is unmistakable, the 


*Read in Section on Medicine, Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, 
November 15-18, 1926. 
m the Medical Department of St. Elizabeth Hos- 
Pital, Richmond, Va. 


SOUTHERN MEDICAL JOURNAL 779 


diagnosis is generally made without difficulty, 
and the treatment resolves itself into the ad- 
ministration .of an adequate amount of thyroid 
extract throughout the life of the patient. 

Studies in recent years have shown that there 
is another much larger group with a moderate 
thyroxin exhaustion as evidenced by a lowered 
metabolic reading, which gives a clinical picture 
widely different from that of true myxedema. 
The contrast between these two types is seen in 
that instead of apathy and mental retardation, 
there may be nervousness and irritability, the 
pulse may or may not be slow, the hair and 
skin may show only a partial lack of lustre and 
dryness, and the patient may be underweight 
rather than overweight. To what extent the 
thyroid gland is responsible in this group should 
be a matter of careful inquiry. 

It is generally recognized that a reduction in 
the basal metabolism is the most constant single 
evidence of hypothyroidism. Boothby, however, 
has rightly pointed out that the supply of thy- 
roxin in the tissues may be reduced by some ab- 
normal physiologic condition by reason of which 
the normal thyroid is not stimulated to deliver 
sufficient thyroxin to maintain the average 
amount in the body. We unquestionably find 
this true in patients suffering from starvation in 
which the basal metabolism is low. More fre- 
quently endocrine disturbances and certain forms 
of psychoses are encountered where a diminished 
metabolic reading is obtained. 

In a personal review of forty-three cases show- 
ing a metabolism varying from minus 11 to 
minus 25, I found fifty-two per cent complicated 
by significant lesions in other organs of the 
body. This experience is borne out by many 
observers who have reported series of diminished 
metabolic rates associated with a. variety of 
pathologic processes. In the light of our present 
knowledge, it is impossible to state definitely 
whether there is an actual thyroid underactivity 
in this group of cases, or whether the thyroxin 
content of the body is below normal because of 
certain co-existing pathologic changes. 

This problem may be approached from the 
therapeutic response to the use of thyroid feed- 
ing or to the presence or absence of the so-called 
secondary evidences of thyroid deficiency. We 
unquestionably do not obtain beneficial results 
with thyroid preparations in all cases showing . 
lowered metabolism as is strikingly seen in manic- 
depressive psychoses, some pituitary involve- 
ments and other unclassifiable disorders. This 
failure is in marked contrast to the effect of 
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glandular therapy in true hypothyroidism where 
the clinical response is often miraculous. My 
own experience has led me to believe that a 
significant thyroidal depression of the metabolic 
rate is as a rule associated with one or more 
signs or symptoms of hypothyroidism. In other 
words, a low metabolic reading is not sufficient 
evidence to indite the thyroid gland primarily, 
unless there is also present one or more of the 
following sextette, namely: dryness of the hair, 
dryness of the skin, myxedematous swelling, sen- 
sitiveness to cold, vague indefinite pains and 
fatigability. In the absence of this corrobora- 
tive evidence, the diagnosis is open to question 
and the treatment becomes correspondingly less 
definite. So far as I can recall, I have never 
seen any beneficial effect follow the use of thy- 
roid extract when a low metabolic rate was the 
sole indication. It seems altogether probable 
that this reduction in the oxidative processes is 
a compensatory one and is independent of the 
thyroid gland. Obviously patients of this type 
do not come within the scope of this paper. 

The management of true incipient hypothy- 
roidism involves not only the administration of 
proper doses of thyroid extract but also the much 
more difficult task of searching for and correct- 
ing those factors which may contribute to the 
development and continuance of the thyroid 
deficiency. Undoubtedly the failure on the part 
of some in treating this condition is not due 
alone to a poor thyroid preparation but to a 
probable lack of appreciation of certain elements 
which enter into the clinical and pathologic pic- 
ture. 


Prenatal Therapy—tn 1896 Halstead ob- 
served that female dogs from whom a portion of 
the thyroid gland had been removed always had 
goitrous puppies. In certain sections of Europe 
and Asia in which goitre is endemic, a considera- 
ble proportion of the population becomes cre- 
tinous. Only recently Davis, of Milwaukee, re- 
ported that 41 per cent of his last five hundred 
and twenty pregnant women showed some hyper- 
trophy of the thyroid gland. We are indebted 
to Marine for demonstrating that there is a true 
_jodin deficit in the thyroid during pregnancy. 
Since, therefore, simple goitre in the mother may 
be a forerunner of actual or potential hypothy- 
roidism in the offspring, it would seem reasonable 
to believe that the administration of iodin during 
pregnancy as a prophylactic measure would serve 
a useful purpose. In some clinics this thera- 
peutic procedure has been adopted. Due con- 
sideration, of course, should be given to the pos- 
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sibility of producing a toxic goitre in the pres- 
ence of a benign adenoma and withdrawal of the 
drug should be made whenever any unfavorable 
symptoms arise. 


Removal of Co-Existing Lesions ——The treat- 
ment of uncomplicated thyroid deficiency is rel- 
atively simple, but in our series over 50 per cent 
sought advice on account of diseases apparently 
independent of the hypothyroid state. In spite 
of the varied complaints, these lesions were to a 
large measure classifiable as foci of infection and 
endocrine disturbances. It is conceivable that 
either of these processes could exert an unfavora- 
ble influence upon thyroid activity and thus con- 
tribute to its insufficiency. It is also possible 
that the lowered bodily resistance resulting from 
a hypothyroid state renders the soil fertile for 
the development of these associated diseases 
which in turn may cause a further reduction in 
the thyroxin output. In this group of cases the 
more completely the co-existing lesions have been 
disposed of the more satisfactory has been the 
result of the treatment of the apparent thyroid 
deficiency. 


Hygienic Therapy.—Since many hypothyroid 
patients require supervision for the rest of their 
lives, it is necessary that a hygienic therapy be 
included in their daily regimen. It is well known 
that in mammals hypothyroidism produces a 
subnormal body temperature on account of an 
interference with the heat regulating mechanism. 
Sensitiveness to cold and dry skin lesions during 
the winter months are frequent complaints. Such 
patients require warmer clothing than normal in- 
dividuals and in some instances a change of 
climate may be necessary for their comfort. As 
a result of a tendency towards fatigability, 
sedentary habits often develop and the circula- 
tion becomes correspondingly less active. This 
hygienic defect should be combated by a pre- 
scribed daily system of exercises and, in selected 
cases, the use of cold baths followed by vigorous 
massage. The question of weight is a variable 
one, as either extreme may be found. Diets 
should be selected of sufficient caloric value to 
meet the bodily requirements, care being taken 
in the obese patients not to increase the already 
existing fatigability by a too restricted menu. 


Psychotherapy.—-On account of the disturbed 
psyche and evidence of nervous instability so 
frequently encountered in this group of cases, 
psychotherapy becomes a very necessary adjunct 
in the management of this condition. Emotional 
ism and mild degrees of depression are not un- 
commonly complained of and at times constitute 
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the major problem. A striking illustration of 
this phase of hypothyroidism is shown in the 
history of a physician’s wife who consulted me a 
year ago on account of emotional outbreaks and 
marked nervous irritability. . In addition to the 
usual clinical picture of a hypothyroid state, she 
had a basal metabolism of minus 25. Under 
glandular and psychotherapeutic treatment she 
regained her poise, but a recurrence of her 
emotionalism has followed each attempt to dis- 
continue thyroid administration. 

These patients need reassurance and the sym- 
pathetic understanding of their medical advisors. 
Without this close relationship, they lose a 
psychic prop which is often essential for com- 
plete recovery. 


Glandular Therapy.—tThe specific treatment 
of thyroid underactivity centers around the 
judicious use of the glandular extract. In the 
case of complete myxedematous or thyroidless 
patients, the problem is comparatively simple, 
as it has been shown that the basal metabolism 
of such individuals can be held within normal 
limits by the daily oral dose of 1.6 mg. of thy- 
roxin or 2 grains of desiccated thyroid. In the 
partial hypothyroid state, the degree of metab- 
olic depression offers a much less reliable index 
for thyroid administration, as other factors al- 
ready alluded to, such as pregnancy, intercur- 
rent infections, or nervous strain, may enter into 
the picture. There are some conditions where 
minute doses apparently accomplish the same 
clinical improvement and elevation of the metab- 
olic rate as much larger amounts of the gland- 
ular extract produce at other times or under 
different circumstances. In these types of cases 
it is, of course, desirable to make frequent basal 
metabolism determinations as a check on the 
result of the treatment, but not necessarily for 
the purpose of determining the exact dosage of 
the thyroid extract. The best results for the 
latter point will be obtained by observing the 
clinical response to the increased thyroxin sup- 
plied to the tissues. 

Experience has shown that one or two grains 
daily of the desiccated gland is sufficient to hold 
the metabolism within normal limits. In true 
myxedema large single initial doses have been 
advocated with subsequent smaller amounts, but 
on account of the variability in the susceptibility 
of the milder types to thyroid preparations the 
latter size is preferable. Very seldom has it 
been necessary to use over 5 grains daily as a 
maintenance dose. In such cases it is altogether 
probable that an imperfect absorption from the 
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gastro-intestinal tract is responsible for the 
larger doses. Emphasis is made on this point 
because of. the tendency of many clinicians to 
prescribe the 5 grain tablets three times daily 
as a routine measure. 


Generally speaking, statements as to the dos- 
age of thyroid are often meaningless. The term 
“thyroid extract” is frequently used to designate 
the form of treatment without reference to the 
amount of active principle which it contains. 
Few drugs apparently are prescribed as care- 
lessly with reference to dosage as is thyroid. 
This is all the more lamentable in view of the 
fact that its dangers as a tissue poison are well 
known. Administered in repeated overdoses 
there will follow a negative nitrogen balance, an 
increased output of chlorides, sulphates, phos- 
phates, urea, ammonia and purins; a diminution 
of the glycogen in the liver; a diminished sugar 
tolerance and a compensatory hypertrophy of 
the pancreatic tissue. Clinically there is usually 
found a loss of weight, muscle tremors, palpita- 
tion, tachycardia, fatigability and sometimes 
auricular fibrillation. 

Thyroxin has a definite place in the treatment 
of hypothyroidism. With its use there is appar- 
ently less danger of producing toxic symptoms, 
and it probably causes less nervousness than is 
sometimes found after the routine administration 
of the desiccated gland. Its chief value, how- 
ever, lies in the fact that it can be given intra- 
venously and is, therefore, better suited for 
exact quantitative studies. On the other hand, 
it may undergo greater destruction in the gastro- 
intestinal tract if given orally, and when ad- 
ministered intravenously may perhaps be ex- 
creted more rapidly than are the products of the 
metabolism of the gland itself. In any case, 
quoting from Reed Hunt, animal experiments 
show that thyroxin is in some of its effects less 
active, even by intravenous injection, than thy- 
roid administered by mouth. 

From clinical and experimental evidence it 
would appear that the desiccated thyroid gland 
is preferable for routine use. Standardized prep- 
arations are now on the market and are not 
subject to the fluctuations in iodin content which 
were formerly found. Although inorganic’ iodin 
alone has no effect on thyroid deficiency, it is 
an indispensable ingredient in the glandular 
preparation. Prior to the adoption by the 
United States Pharmacopeia of a standardized 
iodin content of 0.2 per cent for the official des- 
iccated products, there was a wide variation in 
the clinical response to the different thyroid ex- 
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tracts on the market. Since that time, however, 
the striking manner in which the metabolism 
may be kept within normal limits over long 
periods of time indicates the uniformity of the 
commercial preparations. It is needless to add 
that no thyroid extract should be used which 
does not conform to the official 0.2 per cent of 
iodin. 

In conclusion, the following points may be 
worthy of emphasis: 

(1) The diagnosis of hypothyroidism rests 
upon a depressed metabolic reading, together 
with one or more signs or symptoms of a thy- 
roid deficiency. 

(2) The correction of co-existing pathologic 
lesions and the removal of associated foci of in- 
fections are essential to complete recovery. 

(3) Hygienic and psychotherapy are neces- 
sary adjuncts and contribute materially to the 
ultimate welfare of the patient. 

(4) In the partial hypothyroid patient, basal 
metabolic studies give no reliable index to the 
exact amount of thyroid necessary for restora- 
tion. Dosage is largely dependent upon the con- 
stitutional effects of the glandular product as 
evidenced by pulse rate, weight and subjective 
symptoms. 

(5) For routine use, thyroid substance is pref- 
erable to thyroxin. The indications for the 
latter are set forth and compared with the des- 
iccated gland. 


DISCUSSION (Abstract) 


Dr. Stewart R. Roberts, Atlanta, Ga—Within the 
memory of this medical generation, within our active 
medical life there have come about some very ad- 
vanced and important changes. If you will think a 
minute of the advance in preventive medicine, the de- 
velopment of the x-ray, the change from morbid path- 
ology to functional pathology, of the train of focal in. 
fections in the causation of disease, the increase in the 
knowledge of endocrinology, and of the gradual switch 
in the last few years into the problem that we call 
metabolism, you will see how medicine has progressed. 
Benedict and Atwater and Lusk worked on the ques- 
tions of metabolism and the profession at large took no 
interest until Kendall discovered thyroxin and then 
metabolism became of evident importance. 


We have learned about cretinism, adult myxedema 
and the cachexias, but we have approached metabolism 
chiefly through the thyroid gland. There is another ap- 
proach to the problems of metabolism, and that is from 
the tissues to the thyroid, the reverse route. For ex- 
ample, it has been the experience of all of us that we can 
take two hpyothyroid patients and give them the same 
amount of thyroid gland. One will come up to a nor- 
mal metabolic rate and clinically will improve, whereas 
the other will not come up to the normal metabolic 
rate, or may perhaps rise above it, or may not improve 
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at all. Another patient we will bring up to a normal 
metabolic rate, but he may remain clinically the same. 

We are, therefore, forced back to a consideration of 
the problem which is not yet in the literature to any 
degree. We shall have to study intensively the problem 
of oxidation in the tissues, or tissue or organ specificity 
to oxygen and metabolism. Dr. Higgins referred to 
this in the metabolism of the starving man. In starva- 
tion the body calls less on the thyroid gland. The 
thyroid gland produces its thyroxin, there is a call from 
the tissues to the gland for the production of thyroxin. 
Is it possible that there is a variability in the degree of 
oxidation in each individual person? Is it not possible 
that this problem of metabolism is far more than a pure 
endocrine problem, that it is a far larger problem of 
ease of oxidation of the tissues themselves? For in- 
stance, a bear in summer time and in activity has one 
degree of oxidation which you may call metabolism, but 
that same bear in hibernation in the winter time has a 
much lower rate of metabolism or oxidation. Now I 
may have one rate, or ease, or degree of oxidation; my 
brother may have another. We may both have normal 
metabolic rates. We have tried obese men and find that 
many of them are running normal metabolic rates. I 
am sure it is the experience of each clinician here in 
dealing with obese patients to hear them say, “I do not 
eat as much as my thin wife eats, or my thin, growing 
daughter, and still I remain fat.” Is it not possible 
that the degree or process of oxidation in that indi- 
vidual is of a lowered threshhold, and is it not possible 
that we need in medicine a new phrase, “The thresh- 
hold of oxidation?” 

This problem of hypothyroidism clinically seems to 
us to be increasing, and we would particularly call at- 
tention to two points that were made: first, the varia- 
bility in emotionalism, in the psychic state of these in- 
dividuals. They flit from one subject to another; some 
of them are very talkative. I know that is not charac- 
teristic particularly of all hypothyroid females. Sec- 
ondly, the amount of covering they require during the 
night, the ease with which they take cold, and the 
sluggishness they exhibit during the early morning 
hours, both mental and physical. 


PARALYTIC KNEE FUSIONS* 


By O. L. Mitter, M.D., 
Charlotte and Gastonia, N. C. 


About three years ago, after seeing the very 
satisfactory results of knee fusions in certain 
paralytic limbs at the clinic of the New York 
Orthopedic Dispensary, and learning the con- 
victions of such a teacher as Dr. Hibbs on the 
subject, I determined to use the procedure in 
our clinic a little more freely than we had here- 
tofore done. 

In this brief paper I am reporting our reason- 
ing and conclusions in handling some twenty- 
five cases of infantile paralysis in which we 
have done knee fusions. The cases have been 


*Read in Section cn Bone and Joint Surgery, South- 
ern Medical Association, Twentieth Annual Meeting, 
Atlanta, Georgia, November 15-18, 1926. 
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Fig. 2 


E. D.—Relieved of ap- 
paratus by a knee fusion. 


Fig. 1 
E. D.—A crutch case. 


followed now for a period of time varying from a 
few months to over two years. 


The children reporting to our clinic have in 
many instances traveled quite a distance and 
live in a rural or remote section of the Country. 
This group of cases had very little or no early 
treatment directed toward preventing their de- 
formities or salvaging their weakened muscles, 
and several years had elapsed since their infec- 
tion before they came in for orthopedic treat- 
ment. Some of them had been in the clinic for 
two or three years, had their general limb align- 
ments improved and were wearing braces, while 
others had a knee fusion on their first admis- 


sion to the hospital when they fell into the clas- 


sification seeming to warrant it. 


We decided on a knee fusion operation for 
those cases which did not have an outlook for 
sufficient muscle recovery to get them out of a 
permanent brace, off crutches, or to do away 
with the necessity of walking with their hand 
forcibly reinforcing the quadriceps. The age of 
our cases has ranged from nine to sixteen years. 

The operation consisted of shearing the arti- 
cular cartilage off the condyles of the femur, the 
tables of the tibia, the surface of the patella, 
and wedging the patella as a graft across the 
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gap between the femur and the tibia. We tried 
to bring into contact cancellous bone as broadly 
and snugly as possible in the zone of the ex- 
pected fusion. We did not touch the epiphyses. 
The limbs were carried in straight leg casts with- 
out weight bearing for from six weeks to two 
months, and in casts but with weight bearing for 
the next four to six months. In practically all 
cases the fusion was then sufficiently strong to 
allow the leg to be free from artificial protection. 
Certain cases which before had been wearing 
out expensive braces every six to twelve months, 
or having them repaired at inconvenient inter- 
vals, were permanently dismissed from ¢he clinic. 
Certain cases using one or two crutches were 
able to be relieved of crutches and avoid braces. 
Certain cases who had to walk placing the hand 
forcibly upon the lower thigh to keep the knee 
beneath them were relieved of this necessity and 
given a hand free for some more normal use. 
These patients, in the main, have pleased us 
by having a practical surgical result, and they 
themselves seem to be quite generally satisfied 
with this compromise of handicapped freedom. 
Their families have been satisfied and in some 
instances we have been petitioned by parents to 
stiffen the knee of a child wearing a brace when 


Fig. 3 
. A.—Had never used R. A.—After knee fusion 
right lower extremity. walked without a brace 
or crutch. 
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Fig. 5 Fig. 6 
E. G.—Before operation. E. G.—After knee fusion 
» and correction cf foot 
deformity. 


they have seen a neighbor’s child relieved of a 
brace by the operation. 

This short paper is presented for the purpose 
of inviting an expression concerning this pro- 
cedure as applied in the treatment of certain ir- 
recoverable paralytic extremities. 


DISCUSSION (Abstract) 


Dr. W. Barnett Owen, Louisville, Ky—Fusion of 
the knee is helpful, particularly in the type of case that 
is otherwise a dangling and deformed leg, useless and in 
the way, particularly with rotation of the lower limb. 
The operation results in a limb that will develop in size 
and usefulness. Atrophy is greatly decreased owing to the 
fact that the limb is used in a more nearly normal 
position. If both legs have the same condition, there is 
some question of whether both knees should be fused. 
“a a rule, I think it is a bad practice to fuse both 

nees. 


Dr. Wm. N. Brown, Lexington, Ky.—I have asked a 
number of patients whose knees had been fused for 
several years how they were impressed with their new 
mechanism. I have not seen a case that wanted to go 
back to the original condition. 


Dr. J. Albert Key, St. Louis, Mo.—I should like to 
ask, do you fuse a knee in the presence of a flail hip as 
well as a flail knee? Another question concerns marked 
genu recurvation. This is one of the worst things we 
have to deal with. Our flail knees get along very well. 
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we have been absolutely unable to do anything with 
except to put on a heavy brace. I should like to know 
if you fuse those knees also. 


Dr. B. H. Kyle, Lynchburg, Va—I agree with Dr. 
Miller that it is better to have a stiff knee than to 
Wear a brace all one’s life. I should like to ask whether 
you fuse the knee in these cases in the presence of a 
flail hip and ankle. 


Dr. E. G. Brackett, Boston, Mass—There is no ques- 
tion about the value of the use of a limb of this kind 
and the advantage of doing away with all apparatus. 
The firm limb is to be depended upon, and without any 
form of brace support is an advantage. It is an oper- 
ation, however, which I believe should ordinarily be 
delayed until the patient can have a voice in the choice, 
for under certain conditions it might be preferable to 
wear some form of light apparatus with the conven- 
ience of knee flexion rather than to have a stiff knee, 
which at best is inconvenient under certain conditions. 
The occupation or social status of the individual would 
naturally influence to a very marked degree the choice 
between ankylosis and a flexible limb, but in early 
childhood one cannot predict either the social status or 
occupational position to come in later life. 


I believe we should practically never fuse a knee in a 
straight position. It is most uncomfortable in sitting, 
and is not an easy position in walking, whereas a knee 
bent at an angle of 25 degrees is easier in walking, is 
more comfortable in sitting, and is a compromise. 

Dr. Miller (closing).—I naturally have some misgiv- 
ings about fusing knees but have made the decision for 
a good many children and in a way assumed the re- 
sponsibility. I believe we have a better leg with the 
knee fused when it is indicated, though the hip be flail. 

There is no objection to stabilizing the feet along with 
the knee fusion. We usually fuse the knee and about a 
month later do the foot work. The convalescence from 
the knee fusion is longer than from the foot stabilization. 
About such an interval as indicated makes the foot and 
the knee ready for weight bearing about the same time. 


PRIMARY REPAIR OF THE PERINEUM*} 


By WattTerR W. WELLs, M.D., F.A.C.S., 
Oklahoma City, Okla. 


It is the object of this paper to present an 
operation that has proven successful in the pri- 
mary repair of the perineum. Being so often 
asked if I believed in primary repair of the 
perineum, and having been told of the poor re- 
sults that have followed the primary repair 
(some of the questioners were surgeons of great 
experience who had done many secondary pe- 
rineorrhaphies), about four years ago, I decided 
to study the different methods proposed to see 
if we might be able to work them into an oper- 
ation that would give uniform results. I studied 


*Read in Section on Obstetrics, Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, 
Georgia, November 15-18, 1926. 

+From the Department of Obstetrics, University of 
Oklahoma School of Medicine. 
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Fig. 1 
Illustrates submucous stitch taken in the tear in the 
posterior wall of the vagina, thereby closing the 
laceration down to and including the hymen. 


not only the results of repairs but also examined 
patients six weeks after delivery, and in some 
who did not show any sign of a laceration 


through the skin at the time of delivery there 
was relaxation of the perineum. I am convinced 
that in a great many cases a median episiotomy 
should have been done to allow the operator to 
reach the deep muscles and reunite them. This 
would have prevented the relaxation and would 
have restored the pelvic diaphragm. In some of 
the cases operated upon there was a slight lacera- 
tion of an old scar due to a previous labor. This 
laceration was opened to reach the underlying 
separated muscles, which were reunited with 
restoration of the pelvic floor. 

I have reviewed the literature of all the lead- 
ing journals for the last ten years and find that 
some obstetricians are willing to make the state- 
ment that 50 per cent of primiparas have a 
laceration at the time of delivery and that 75, 
per cent of those who have undergone the im- 
mediate repair are in need of a secondary repair. 
Therefore, I believe that this paper is justified. 

I worked with students in the dissecting room 
in order to become more familiar with the origin 
and insertion of the different layers of muscles. 
As a general rule, we do not realize the position 
or action of these muscles. The levators are 
fairly well understood. However, their relation 
to both the internal and external sphincters is 
not clear. It is almost impossible to separate 
them; therefore, in any operation upon the 
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levators, we must take into consideration the 
pull of the readjustment of the levators on the 
sphincters. ° This is also true of the reunion of 
any of the superficial group of muscles or fascia; 
for instance, the bulbo-cavernosus and Colle’s 
fascia. 

Of all the articles that I read on the primary 
and secondary repair of the perineum, there is 
none that places a suture so as to include a part 
of the external sphincter ani with the levators 
and use this suture as a tractor to place the 
other sutures in proper position, and no one at- 
tempts to repair the damage done to the super- 
ficial group of muscles, the bulbo-cavernosus, 
with Colle’s fascia. After trying silkworm gut 
in several operations, I became convinced that it 
was not the proper material to use for the pri- 
mary repair of the perineum. When tied fairly 
tight it becomes very loose after the swelling 
and edema leaves the vulva. I have had cases 
in which a sinus was formed down along the 
side of the suture material, which healed very 
slowly. The free ends of the silkworm are very 
irritating to the patient. The vaginal discharge 
collects and dams back the lochia which may 
become infected and thereby soften and loosen 
the suture, so in my investigation I reasoned 
that the suture material necessary to a good 
primary repair should be absorbent and not ex- 
posed. No. 2 chromic catgut seems to answer 


Fig. 2 
Illustrates sutures taken in the levator muscles. The 
first suture is taken close to the external sphincter. 
It is tied and a forcep applied to the free ends. 
Traction is then made upon this suture. This puts 
the levator muscles on the stretch so they can be 
easily reunited. 
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Fig. 3 
Illustrates the anatomical position of the levator 
muscles. It also shows their position when they 
retract after being sutured. 


every requirement. It is strong and will last 
long enough in the tissue for good union. 

In this series of over three hundred primary 
repairs done by my associates and myself, we 
found that the sooner after delivery of the 
placenta we did our repair the better results we 
obtained, and we have had excellent results in 
fully 98 per cent of cases. Therefore, we came 
to the decision that the operation should be done 
as soon as possible after delivery, if the patient’s 
condition will permit. If we are unprepared to 
do the repair we should be honest with our 
patient and tell her or her nearest relative that 
she will have to be repaired as soon as we are 
ready and her condition will permit. A deep 
laceration ofttimes saves a child from a cerebral 
hemorrhage, and I believe we are 


SOUTHERN MEDICAL JOURNAL 


October 1927 


from the main laceration should be sutured first. 
This prevents seepage of blood into the operat- 
ing field and also unites all the external dis- 
torted tissue. Tears should be closed by a sub- 
mucous or subcutaneous stitch when possible, 
using No. 1 twenty-day chromic catgut. A gauze 
sponge is placed in the vagina to prevent the 
bloody discharge of the uterus from interfering 
with the vision of the laceration in the deep 
tissue. The posterior wall of the vagina is then 
repaired. I use No. 2 twenty-day chromic cat- 
gut for all sutures, except the superficial repair 
as just stated. The upper part of the tear in the 
vagina is spread and is closed with a submucous 
stitch, completely surrounding the upper angle of 
the tear (Fig. 1). This is tied and the loose end 
of the suture is cut short. The vaginal mucous 
membrane is closed by a continuation of the sub- 
mucous stitch across from one side to the other. 
One should exercise care in taking this suture. It 
should be a deep lateral stitch in order to reunite 
the mucous membrane and be tight enough so 
that there will be no seepage from the uterin dis- 
charge through the deep muscles below. The su- 
ture is continued downward until the hymen is 
reunited, then this suture, which is not tied, is 
allowed to lie loose upon a sterile towel on the 
abdomen, to be used later in the closure of the 
skin of the perineum. If the laceration is deep, 
extending down to and including the levators, 
the levators are caught up at their junction with 
the sphincter and by passing the needle outward 
and downward along the upper and outer margin 


all agreed that an episiotomy is |) 9) 
certainly an improvement over the ene 
multiple tears that sometimes oc- 
cur. The torn tissues do not unite 
so readily, and they are more 
prone to infection. Primary re- 
pair is best, and by primary re- 
pair I mean repair within twenty- 
four hours after injury. 


OPERATION 


The first essential is to deter- 
mine the exact extent and position 
of the tear or tears. This is ac- 
complished best by Gelpi’s re- 
tractor. As a general rule, the 
deep tear runs up into one or both 
sulci. Sometimes there is a tear 


extending upward internally to the 
labia minora at about the margin 
of the hymen. All lateral tears 


either connected with or separate  ™yScles: 


Shows the anatomical position of the superficial group of perineal 
The transverse perinei and constrictor cunni or the 
sphincter vagina. 


Fig. 4 
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Fig. 5 
Illustrates an important stitch in the superficial 
group of muscles. Jhen this suture is tied, it 
closes the vagina and the labia minora are brought 
into normal position and their function restored. 


of the external sphincter on the left side, then 
turning the needle so as to include the levator on 
the left side, the point of the needle comes out 
in the median line above the rectum and about 
one-half inch above where it entered, and be- 
neath the left levator. The right levator is 
picked up with the needle by beginning in the 
median line and extending downward and out- 
ward around it, and returning just below the 
fascia about one-half inch below where it en- 
tered. This is a very important stitch, as it in- 
cludes the levators at the junction with the ex- 
ternal sphincter ani, and when this suture is 
tied and traction is made by a forcep on the 
suture, the levators are put on the stretch and 
they can be easily located by palpation, which 
is done with the index finger. The next suture 
should be about one-half inch above the first 
and should include the middle of the muscle on 
each side, and when this suture is tied and a 
hemostat is placed on the suture, the suture ma- 
terial can be cut beyond the hemostat. Trac- 
tion can be made, as we did on the first suture. 
The first suture is then cut short. Traction is 
then made on the second suture and the levators 
with their torn transverse vaginal fibers that 
form part of the posterior wall of the vagina are 
brought down into view (Figs. 2 and 3). A third 
suture may be placed like the second, except that 
it should include the tissue in the upper part of 
the tear so as not to leave a blind space above 
the reunion of the levators. 
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This closes the levators in the posterior vaginal 
wall, and when this suture is tied and cut close 
and traction is released, it will retract upward 
into the vagina. This reunites the transverse 
vaginal fibers of the levators in the posterior wall 
of the vagina. If the operator is afraid that he 
may enter the rectum, a No. 16 or 18 Hegar 
cervical dilator can be placed within the rectum, 
as suggested by Dr. Kupferberg. The uro- 
genital membrane is then reunited by several 
sutures in the same manner as the levators, be- 
ginning below and using the suture as a tractor 
each time, as was done with the levators. The 
next suture includes the sphincter vagina, or 
constrictor cunni muscle and Colle’s fascia (Fig. 
4). I use an oblique kelly hernia needle, No. 2. It 
has just the right curve. The point of the needle 
is started on the outer side of the hymen on the 
left side and passes upward along the side of 
and beneath the labia minora for the distance of 
about three-quarters of an inch, then turning 
outward and downward to within three-eighths 
of an inch below where it started. This suture 
is placed above the duct to Bartholin’s gland 
and to the bulbus vestibuli. The needle is then 
removed and placed on the other end of the 
suture. The stitch in the right side is taken in 
the same manner as the left, beginning from the 
inner side and extending upward and beneath 


Fig. 6 
Illustrates the closure of the laceration by a con- ° 

tinuation of the submucous suture, the first suture 

en, now finishing as a subcutaneous stitch, the 
last stitch of which completely encircles the lower 
margin of the tear and is brought up along side of 
pie | about one inch external to the tear where it is 

ed. 


- 
e 
e 
), 
: 
¥ & ‘ a i 
5 
SS 


788 


the labia minora for three-quarters of an inch 
(Fig. 5). When this suture is tied the fascia of 
Colle and constrictor cunni muscle are reunited 
and the vagina is closed as before the tear oc- 
curred. 

If the fascia below this suture is not closely 
approximated, we take one or more interrupted 
sutures. Then we take the suture with which 
we closed the mucous membrane of the vagina 
and close the skin of the perineum by a sub- 
cutaneous stitch, being sure to go well out on 
the side and include the superficial fascia. 
The last stitch at the lower angle of the tear 
encircles the lower part of the tear and the 
needle is brought out one inch above and to the 
right of the lower margin of the tear, where it is 
tied. This completely closes the tear in the 
vagina and holds the mucous membrane so close 
together that there can be no seepage of the 
uterin discharge to the suture in the mucosa. 
This is also true with the skin. All sutures are 
buried and the skin is so tightly approximated 
that the seepage from the vagina cannot get to 
the sutures in the superficial fascia (Fig. 6). 


AFTER-TREATMENT 


For the first twenty-four hours the patient is 
given water in moderate amounts. She may 
have hot tea after twenty-four hours and for the 
next forty-eight hours a liquid diet, and later 
soft diet, gradually returning to general diet 
about the seventh day. If necessary, she should 
be catheterized within fourteen hours. 

After each evacuation of bladder or rectum, 
an external lysol douche is given, and once a 
day following this douche an ounce or more of 
Dakin’s solution is poured over the skin wound. 
The bowels are encouraged to move on the fourth 
day by soapsuds enema, and from the fourth 
day on each morning the patient is given a soap- 
suds enema. If this is not sufficient to keep the 
bowels in good condition, we give mineral oil, 
two tablespoonsful, at 8 p. m. This repair and 
care has given us the best results and about 98 
per cent cures in over three hundred cases. 


SUMMARY AND CURES 


(1) There is more value in the reunion of 
Colle’s fascia and the superficial group of mus- 
cles than has been generally considered. 

(2) It is proven that buried absorbent non- 
irritating sutures are better than non-absorbent 
exposed sutures. 

(3) Better results are obtained by reuniting 
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each layer of muscles or fascia than uniting them 
with one deep suture. 

(4) Chromic catgut No. 2 is the best mate- 
rial for primary repair of the perineum. It has 
the advantage of comfort to the patient; it will 
last long enough in the tissue for perfect union 
and does not need to be removed. 

(5) This operation has been tried in a suffi- 
cient number of cases, and they have been ex- 
amined and found in excellent condition three 
to five weeks after the operation. Hence the 
statement is justified that this is the operation 
of choice for primary repair of the perineum. 
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DISCUSSION (Abstract) 


Dr. Jere Watson, Anniston, Ala.—I have no criticism 
of the technic submitted. I should like to emphasize 
the importance of giving special and unhurried aiten- 
tion to every woman in confinement. It is aeplorable 
that we frequently find women with _lacerated 
perineums who need secondary repair as the result 
of a false modesty on the part of those physicians 
who feel that they must deliver every woman under a 
sheet. The sheet should be removed before delivery is 
made and the exact condition of the parts should be 
determined and the necessary repair made immediate'y. 
Every physician who attends a woman in labor should 
be master of some technic that is adequate to bring 
about restoration of the normal structure of the parts 
which have been made abnormal as a result of tears. 
I use only non-absorbable suture materia!. But every 
man who is called to attend a woman in labor should 
find out her condition and leave her in as nearly a 
normal condition as possible when he dismisses the case. 


Dr. Lucius E. Burch, Nashville, Tenn—I want to 
congratulate the essayist on his ingenuity. He has 
brought out a good operation, but one that is rather 
complicated for the average man doing obstetrics. There 
are a number of points on which I can take issue re- 
garding the anatomy and physiology of the parts. 
However, that is a subject that I do not care to bring 
up, as it would be possible to go into endless details. 

The primary object in closing the perineum after 
labor is to convert an open surface into a closed sur- 
face in order to prevent infection. I do not care how 
careful you are, how great your experience is, there 
will be a certain number of these cases that are re- 
paired following labor that will show a relaxed vazinal 
outlet in the course of time. Three years ago I read a 
paper before the Southern Surgical Society which was 
published in Surgery, Gynecology and Obstetrics on 
“Lacerations of the Perineum: Is the Obstetrician Re- 
sponsible?” In this paper I took the position that 
he was not always responsible. The obstetrician should 
immediately repair every laceration that takes place, 
but even then he will not always prevent a secondary 
relaxation of the vaginal outlet. Why is that? It is 
a simple and easy thing to explain. The vaginal out- 
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let is closed by the puborectalis portion of the levator 
ani. It rises from the pubic bone, surrounds the 
vaginal outlet and meets the muscle of the opposite 
side below the rectum. The fibers are intermingled 
with those of the internal and external sphincter ani. 
This muscle pulls the vaginal outlet up towards the 
symphysis and makes a closed canal out of the vagina. 
This muscle is rarely ever injured during labor except 
in badly executed forcep cases. These muscles during 
labor are so stretched in many cases that they fail to 
regain their tone, and when this is the case the rectum 
drops back and you have a wide open vaginal canal 
which cannot be prevented by any form of operation. 


Dr. J. Gordon Bryson, Bastrop, Tex —The last speak- 
er is correct about the anatomy but wrong about the 
purpose of the operation. It is to restore function and 
not to prevent infection. 

I would like to emphasize one point mentioned by 
the author, episiotomy as a means‘of preventing a tear. 
If one is reasonably sure he will have a laceration, then 
it is best to do an episiotomy, for an incision is much 
more easily repaired than a laceration. An occipito- 
posterior presentation, delivered as such, always re- 
sults in a laceration. Therefore, in this position an 
episiotomy is indicated. 


Dr. Wells (closing) —Dr. Watson says we should not 
have a tear. I believe we have fully 50 per cent less 
tears than we had a few years ago, and I think he is 
right. Careful and slow obstetrics is ideal obstetrics, 
but even the most careful obstetrician will get a tear. 

As to the anatomy, the pictures I showed were taken 
from Williams’ “Obstetrics.” As you know the trans- 
verse vaginal fibers of the puborectalis unite the two 
muscles in the posterior of the vagina. These fibers pass 
transversely from one muscle to the other, and are 
nearly always torn. The operation which I have de- 
scribed reunites these muscles. 


RESPONSIBILITIES OF THE ROENT- 
GENOLOGIST* 


By Joun H. Epmonson, M.D.,** 
Birmingham, Ala. 


Conscientious, painstaking endeavor instills 
that indescribable something into the individual 
that enhances the value of achievement and 
compensates mediocrity or failure. Such a 
heritage is ours of the medical profession. 


From time immemorial the family physician’ 
has occupied the most conspicuous and dearest 
position in the circle. He was given the privi- 
lege to criticize. From him was derived the 


*Read in Section on Gastro-Enterology, Southern 
Medical Association, Twentieth Annual Meeting, At- 
lanta, Georgia, November 15-18, 1926. 

**I wish to express my appreciation for the co- 
operation and courteous assistance given me in the 

. Blaine, Chi- 


George, Boston, L. T. LeWald, New York, C. L. Mar- 
tin, Dallas, E. H. Skinner, Kansas City, W. H. Stew- 
art, New York, and F. E. Wheatley, Boston. ~ 
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ultimate in advice. Upon him the yoke of re- 
sponsibility rested; and for him sincerest love 
and respect was manifested. What greater 
heritage could be had? 

In this day of specialization, are we carrying 
on up to the standard he set? Are we giving 
our all in endeavor to assist? 

In this day of laboratory fitness, are we truly 
utilizing its forces, or are we touching the high 
spots lightly, as a routine? 

Are we physicians essentially, and as such 
making use of our efforts in a field of specializa- 
tion, competently, or are we endeavoring to cover 
the whole ground alone with the assistance of 
non-medical technicians? I speak as a roent- 
genologist. 

Some time ago a number of competent roentgenologists 
were observing the fluoroscopic work of a man in 
charge of such a department in a prominent medical 
center. Some twenty or thirty cases were placed be- 
hind the screen, and several points of interest were 
noted by one of those gathered, yet overlooked by the 
operator, not, however, in the immediate field of con- 
centration. Finally a case was passed and the operator 
was asked why he failed to mention a sub-sternal 
goitre. The case was reexamined and the goitre defi- 
nitely demonstrated. The operator then remarked that 
he was too busy looking for lesions in the abdomen to 
pay much attention to anything else. Of course, the 
chances are that some other department of the clinic 
would have unearthed the condition, but does that re- 
lieve the operator of the responsibility ? 

Am I too visionary when I suggest that every 
possible avenue of investigation be delved into 


Fig. 1 


No definite clinical findings. X-ray, early carci- 
noma of pylorus and ulcer on lesser curvature. 
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New York, L. W. Cunningham, Jacksonville, B. C. a 


Fig. 2-a 
No clinical findings, save indefinite gastro-intestinal 


symptoms, with intermittent diarrhea. Referred 
for gastro-intestinal. X-ray, extensive pulmonary 
tuberculosis and tuberculous colitis. 


by the roentgenologist, or is it necessary that he 
study only the parts indicated by the internist 
or surgeon? Is his field of investigation purely 
adjunctive as an art, or a science, or is he to 
utilize both as a co-worker in establishing a 
truly medical philosophy? 

In my opinion, the responsibilities of the 
roentgenologist cover the same field that the 
clinician has to go over (the entire body, when 
possible), and I believe best results can be ob- 
tained if the patients come to him without sug- 
gestion, and leave without divulging any clinical 
symptoms or history. Let him send to the clin- 
ician a visualization of abnormalities, anomalous 
and pathological; then interpretation with de- 
ductions. 

The advent of the dentist into the field of 
medicine has been an asset indeed, in the cases 
where the trained man interprets dental films, 
but too many opinions are rendered by those 
unfamiliar with bone pathology and myriads of 
teeth are sacrificed unnecessarily. 

It is impossible in many cases definitely to 
determine from a dental film whether or not a 
tooth is vital, but seldom should a pathological 
condition evade the skilled eye in either the vital 
or non-vital, and here is where the abuse is 
usually found. When the lamna dura is shown 
intact, completely surrounding the periodontal 
space, and the cancellous bone in immediate 
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contact shows no rarefaction, or increased 
density, other sources should be sought as possi- 
ble causative factors in disease before the tooth 
be extracted, even though it be non-vital. 

One case in particular appeals to me as being most 
pitiable. Films of the patient visualized two abscesses, 
and probably two more non-vital teeth. It was sug- 
gested that he have the two abscessed teeth extracted 
and a thorough treatment for pyorrhea, which seemed 
indicated. He was not seen for thirty days, but in the 
meantime seventeen teeth had been removed, and he 
was dreadfully impaired physically for months follow- 
ing. His digestive and nervous systems resumed their 
normal condition only when he returned to the active 
outdoor life of an engineer that he had previously given 
up for indoor work. 

Many patients have told me of not being re- 
lieved of digestive disturbances until all their 
teeth had been removed. Were they x-rayed? 
Yes! Who did it? Did he know? Was it nec- 


essary that all the teeth be removed? 


How essential it is that we make a thorough 
x-ray examination of the thorax as a routine! 
Can we by fluoroscopic means express an opinion 
worth while from a transient inspection as a pre- 
liminary to a gastro-intestinal? Emphatically 
no! 

Incipient tuberculosis not sufficiently devel- 
oped to be demonstrated, except by stereoscopic 
films, in a patient whose resistance is sufficient 
to render it quiescent clinically, at intervals, and 
even in activity, evades all but the expert in 
routine examination, demands well-made films 
and their proper interpretation. This is the type 
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Fig. 3-a 


Clinical: typical appendix. Pain confined to lower right 


quadrant. Some pus cells in urine suggested x-ray for 
calculus, which was found and removed by catheteriza- 
tion. Slide demonstrates recurrence of calculi and 
symptoms presented of the same type as before. 


of case that manifests a variety of symptoms 
well-nigh covering the category. 


In the average case it is perhaps easily de- 
monstrable, but not in the atypical. I have seen 
apparent digestive malfunctions treated as such 
by rest and diet, cease to exist, only to recur 
when the patient became active, although the 
diet, which apparently caused relief, was con- 
tinued. Discouraged, the patient passes from 
one physician to another, and each time the same 


Same as a. 
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routine is repeated until a stage is reached where 
even the fluoroscope will reveal the hidden cause, 
and the expert clinician is not needed to render a 
correct diagnosis. 


How often is a painful joint or a neuritis at- 
tributed to diseased tonsils, abscessed teeth, 
pyorrhea, or colonic toxemia, when the true cause 
is an unresolved non-tuberculous inflammatory 
change lying as a cesspool in the lung? Only 
recently I have seen four such cases unearthed 
in a tuberculosis sanitarium. 

Of course, the man skilled in pulmonary dif- 
ferentiations should find such cases, but a very 
small proportion reach him, owing to the re- 
mote local symptoms presented. 

In my opinion, more abuses are created within 
the abdomen than any section of the body. Nat- 
urally more symptoms arise, and I think the 
roentgenologist is called in for assistance in a 
greater proportion of cases. Does his assistance 
give all that he is able to render, or does routine, 
rather habit, overshadow detailed investigation? 
Is limited time a valid excuse? 

The abdomen once opened seldom resumes 
normalcy. Of course, where an abnormal condi- 
tion exists, which nature cannot restore or com- 
pensate, laparotomy is essential. Be reasonably 
sure that surgery is not to be merely paHiative. 


It is possible for a ureteral occlusion to pre- 
sent symptoms definitely simulating a chronic 


Fig. 4 
Clinical: left ureter. Operated. Symp- 
toms persisted. Gastro-intestinal car- 
cinoma descending colon. 
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Fig. i-a 

Clinical: referred for gastro-intestinal. 
Typical appendix. Kinked appendix shown; 
four days’ retention. Prepared for oper- 
ation; urine showed pus cells. Then x-ray 
visualized calculus right ureter. Same 
shadow is shown on first examination but 
not differentiated from barium. 


appendix or duodenal ulcer. Therefore, a film 
should be made to eliminate a calculus before a 
superimposed density is given to visualize the 
soft tissue of the alimentary tract or gall bladder. 

The question of ureteral stricture will not be 
settled until fluoroscopy is made use of routinely 
in Trendelenburg posture, and some non-irritat- 


Fig. 5-b. Same as a. 
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ing opaque fluid is permitted to enter the ureter 
by gravitation. By association only can I ven- 
ture the opinion that a great number so classified 
are nothing more than spasticities created by 
faulty technic in catheter introduction. 

In studying the alimentary tract, I deem it 
advisable, as a routine, to visualize the gall blad- 
der. After the first film demonstrating it, if 
feasible, give the opaque meal to study its rela- 
tive position to the duodenum, and possible de- 
formities in the latter that might be caused by 
adhesions. 

The position, size, motility and tonicity of 
the stomach, as well as filling defects and de- 
formities within its walls, and also in the forma- 
tion structure of the duodenum, are routine 
studies to the roentgenologist. Should he stop 
here, or is his mission to go further unless defi- 
nite pathology is visualized? 

To me, the poetry of gastro-intestinal investi- 
gation is based upon the excellent work of 
Alvarez, “The Mechanics of the Digestive 
Tract.” 

’Tis true that we, as roentgenologists, cannot 
visualize the gradient automatic function of the 
alimentary musculature, but its manifestations 
in the so-called reflexes (which he terms erron- 
eous) should, if possible, be unearthed. 

When the peristaltic waves of the greater and 
lesser curvature fail to reach the pylorus at the 
same time, it is significant of a localized gradient 
impairment, and while it may be some transi- 


Same as a. 
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Fig. 6 
Referred to surgeon for cholecystectomy. 
Gastro-intestinal requested. Gall bladder 
study negative. Stomach: duodenum 
negative and small intestine negative. 
Cecum not rotated. Appendix adhered un- 
der liver in gall bladder region. 


tional mucosal, or sub-mucosal condition, look 
long and well before an ulcer on the lesser curva- 
ture is denied. 


When a pylorus is contracted by spasm to the 


degree to prevent the opaque meal from enter- 
ing the duodenum, and when belladonna is re- 
sorted to before a re-examination some days 
later, consider and, if possible, relieve the out- 
cry carried by the sympathetic nervous system 
from the region of the terminal ileum or cecum. 


Fig. 7 
Clinical: pulmonary tuberculosis. X-ray: 
unresolved non-tuberculous inflammatory 
change. 
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It may be not necessarily pathological but an 
appeal to hold back until a localized functional 
impairment is adjusted. 

Gastric distress with pain in the lower right 
quadrant might be definitely suggestive of sub- 
acute or chronic appendicitis, but the roent- 
genographic examination in many cases will show 
the appendix freely movable and perfectly capa- 
ble of emptying itself. Further examination will 
visualize some colonic factor as a cause of the 
backfire. It may be true that the x-ray will not 
demonstrate the cause in the colon, but at any 
rate it might eliminate the necessity of an ap- 
pendectomy. 

My plea is for utilization of that type of 
roentgenology that renders it an asset to diag- 
nostic endeavor. 


Clinical: pain in left lumbar-sacral region 
radiating down left leg. No gall bladder 
symptoms. 


DISCUSSION (Abstract) 


Dr. A. L. Gray, Richmond, Va—These unexpected 
findings appear in the daily routine of practically all 
roentgenologists. Some of the most unlooked for con- 
ditions are found. I could cite you case after case re- 
ferred for some entirely different condition than the 
one.which was truly the cause of the illness. 


I recall a case referred for examination for carcinoma 
of the stomach, an old bachelor from a distant town 
in our State. He had had careful clinical examinations 
as well as laboratory analyses. He presented the usual 
report of absence of hydrochloric acid, the presence of 
lactic acid, and Boas-Oppler bacilli. Roentgen examina- 
tion of his gastro-intestinal tract) revealed no abnormal- 
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ity. After questioning, he referred to the fact that he 
had had some kind of an eruption on the left side of 
his chest. I examined it and there was a strip of herpes 
zoster, the sole cause of the symptoms which had been 
mistaken for carcinoma of the stomach. The attention 
of the reporting physician was called to this, and since 
the patient has recovered from the herpes zoster he is 
entirely well. 

I suppose it is useless to mention to this body the 
worthlessness of signs formerly considered more or 
less diagnostic of carcinoma in gastric analysis. In re- 
cent years the report of an absence of hydrochloric 
acid, the presence of lactic acid and the finding of the 
Boas-Oppler bacillus in the gastric contents conveys to 
me no expectation of finding any malignancy at all. I 
would just as soon expect to find a malignancy in hyper- 
acidity with the absence of these other findings as I 
would in the case of the triad referred to. 

Dr. William Gerry Morgan, Washington, D. C—Many 
men confine their request for x-ray studies to the one 
part of the body in which they are interested. The 
essayist has brought out an appeal for a generalized 
x-ray study, which is timely. In our own practice we 
have a general x-ray study made of every patient who 
comes for a diagnosis, and many times the results save 
us from regrettable error. 
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EPITHELIOID CARCINOMA OF THE 
SKIN*} 


By Marion M. Rotanp, M.D., 
Oklahoma City, Okla. 


Treatment of epidermoid carcinoma of the 
skin, or epithelioma, as it is most commonly 
called, constitutes a large percentage of der- 
matological practice. This fact prompted us to 
report eight hundred and sixty-four cases which 
it has been our privilege to see and treat during 
the period of fifteen years from 1909 to 1923, 
inclusive. 

As regards results, the cases studied during 
the years 1922 and 1923 are considered three- 
year observations, while those prior to 1922 are 
considered five-year observations. 


*Read in Section on Dermatology and Syphilology, 
Southern Medical Association, Twent 
Meeting, Atlanta, Georgia, November 15-18, 

7Review of eight hundred and sixty-four cases ‘pak 
tive to incidence, location and prcegnosis, taken from 
the files of Drs. Lain and Roland. 
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Chart 2 
Epidermoid carcinoma of the skin. Review of 864 cases. 


Since 1923 we have accumulated some eight 
hundred and thirty-five cases which we hope to 
report in a subsequent study. 


YEAR 34 36 CASES 


1-3 YEARS: 233 203-30 


TAL 564 100 


Epidermoid carcinoma of the skin. Incidence of cures 
relative to duration of lesions. 


In this compilation we have been careful to 
include only such cases as we are reasonably 
sure will not be reported by others in order to 
avoid duplication of case reports, since such re- 
dundancy would generally minimize the value of 
statistics. Of the twenty-nine cases listed under 
the classification of ‘Not Traceable,” we are 
certain that very few, if any, fell into the hands 
of organizations or individuals who would report 
them. 

Epithelioid carcinoma of the skin (hereafter 
referred to as epithelioma for the sake of brevity) 
is divided histologically into two main groups, 
namely: squamous cell and basal cell types. 
Different writers subdivide these main groups in 
various manners, which is of less practical im- 
portance to the practicing dermatologist than to 
the research pathologist. It has not been our 
practice to make biopsies on our cases except 
when necessary ultimately to determine the diag- 
nosis. We have always considered that unnec- 
essary trauma was not to the best interest of 
the patient, and the great majority of cases are 
easily and simply diagnosed on inspection. 

A study of the accompanying charts discloses 
a number of interesting facts which do not dif- 
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twenty-one locations and ranging from 5 per 
cent to less than 0.125 per cent incidence. 
While the duration of an individual epithe- 
lioma is no criterion as to its curability, it is 
certain that duration plays a part in curability 
a of epitheliomata collectively, as is shown by the 
41 99 percentage of cures of cases of a duration of 


CM. 45 95 one year and under, as compared with cases 
SCM. wer 12.1 mee over three years’ duration. The former show 90 
TOTAL 864 


per cent of three-year cures, the latter 69 per 
cent of ‘three-year cures. 

A similar but more striking observation is 
made in reference to the size of the lesion rela- 
tive to three-year cures. It is shown that 99 per 
Chart 4 cent of epitheliomata up to 1 cm. in size are 


Epidermoid carcinoma of the skin. Incidence of 
cures relative to size of lesions. 


fer materially from the observations of der- 
matologists who have made similar studies. 

In reference to age, we find only 5 per cent ae 
occurring under thirty-five years, 56 per cent 1cn. 
between the ages of thirty-five to fifty-five, and 1~3 CM. 
39 per cent over fifty-five years. och. OVER 

Incidence in reference to sex is in the propor- 
tion of seven males to three females. 

Incidence of distribution in reference to 
anatomical location is as follows: cheek, 25 per 


cent; nose, 24 per cent; lower lip, 17 per cent. Chart 6-A 
These three locations constitute two-thirds of Epidermoid carcinoma of the skin. Incidence of five- 
the total distribution of epitheliomatous lesions, year cures relative to size of lesions. 


the remaining one-third being distributed in 
well for three years and 93 per cent of those 


from 1 to 3 cm. are well for three years, but 
those over 3 cm. drop to 30 per cent of three- 
year cures. These figures prove conclusively 
the value of early diagnosis and treatment. 

Our reason for including a three-year observa- 
tion is for the purpose of deriving some com- 
parative data relative to the per cent of patients 
applying for treatment in the first year of du- 
ration and the end results of three- to five-year 
observations. It is intensely interesting -to note 
that in the group of cases included in the years 
( 1909 to 1921, inclusive, 48 per cent applied for 
‘ 23 27 S00 treatment in the first year, while 60 per cent of 

me = the 1922 and 1923 cases applied for treatment 

2 oo ee during the first year of duration. This difference 

{gs we assign in large measure to the campaign of 

education fostered by the American Society for 
the Control of Cancer, which has affected the 
situation in two ways: first, by interesting the 
general practitioner in early diagnosis, and sec- 


Chart 5 
Epidermoid carcinoma of the skin. Relation of size to ond, by warning the laity of the importance 0 
duration of lesions. ; early examination. 
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Chart 6-B 


Epidermoid carcinoma of the skin. Incidence of five- 
year cures relative to duration of lesions. 


The end results of the three-year observations 
are 91 per cent cures compared to 83 per cent in 
the five-year observations. It will be interest- 
ing to note the drop in percentage of cures in 
the three-year observations during the additional 
two years. Needless to say, there are many ob- 
servations to be made in a compilation of this 
kind, though time and space forbid in a pre- 
liminary review. 

The writer is very thankful to Dr. Everett S. 
Lain for valuable suggestions and other assist- 
ance; also to Dr. M. M. Wickham, who made 
all the charts and ably assisted in the compila- 
tion of data. 


DISCUSSION (Abstract) 


Dr. Howard Hailey, Atlanta, Ga—I would like to 
ask Dr. Roland if he has a record of the comparative 
percentages of squamous and basal cell epithelioma of 
the extremities. 


Dr. Earl D. Crutchfield, Galveston, Tex—Apropos of 
Dr. Roland’s statement that he does not do many 
biopsies on these: I expected to bring this up in round 
table discussion. I have, for a long time, felt that we 
ought to do biopsies, and I am doing more and more 
all of the time. I wonder what is the opinion of the 
men who do a great many of them? Dr. Bloodgood 
has been rather insistent for 2 number of years that we 
should not cut into these things any more than we can 
help. My experience with men all over the Country is 
that they are cutting through them without fear. You 
may find that you have a raidly growing tumor, and at- 
tention is thus called to it. You can take out a section 
with little possibility of damage to patient. So great is 
the reward in knowing the kind of cell one is dealing 
with, it seems to me it is justifiable. 


Dr. Jack W. Jones, Atlanta, Ga—I should like to 
know what attempt, if any, Dr. Roland makes in his 
work to differentiate squamous cell and basal cell tumors. 
It is impossible in every case clinically to differentiate 
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these two types. If we are dealing with a basal cell 
tumor, our treatment should be entirely different from 
that used in dealing with a squamous cell tumor. Until 
recently J have always had a very high respect for any 
tumor on the lower lip. I have always felt it was prob- 
ably more of a surgical problem than a dermatological. 
Almost every one at present looks upon these tumors 
in two lights: they may be a relatively benign type of 
tumor, or a more malignant type, and clinically it is 
almost impossible to differentiate the two types. Of 
course, in institutional work, where it is possible to 
keep the tumors under observation more closely, a 
different type of treatment can be followed out from 
that by the man who is doing private practice. 

There is still a question in my mind as to the treat- 
ment of choice in tumors of the lower lip. 


Dr. Roland (closing) —It was stated in the paper that 
biopsy was not practiced except when it was necessary 
to arrive at a diagnosis. 

We do not state the incidence of the various cell types 
relative to different parts of the body since, in the 
routine clinical practice in vogue during the earlier years 
covered by this paper, attention was not directed to this 
histo-pathological differentiation. In our present day 
practice, however, these distinctions are noted to a 
greater degree, results of which will be disclosed in the 
data of subsequent papers. 


OBLIGATION OF PRENATAL CLINICS TO 
THE PUBLIC AT LARGE* 


By Atice N. Pickett, M.D., 
Louisville, Ky. 


The theme of this paper was suggested to me 
by an address delivered to the faculty of the 
Medical Department of the University of Louis- 
ville by Mr. Colvin, our new President of the 
University. Mr. Colvin has no illusions as to 
Kentucky and her needs. His plea to us was 
for a long pull, a hard pull and a pull altogether, 
so that the University might fit our boys and 
girls for good citizenship. 

He stressed the point that Kentucky would 
never come into her own until we drove into 
the consciousness of our students their obliga- 
tion to the public. A boy or girl being edu- 
cated in whole or in part at the expense of the 


public must be brought to realize that he or she 


is not being trained as an individual alone but 
as a future public servant. What the city or 
state gives must be repaid to city, state or na- 
tion. This was, of course, not a new thought. 
It has been the keynote of Southern educators 
for some several years, the very foundation for 
the hope that is in them for the future of the 
South. 


*Read in Section on Obstetrics, Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, 
Georgia, November 15-18, 1926. 
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But Mr. Colvin carried the subject further 
and touched on the obligations of us older peo- 
ple who are helping to fit the younger ones for 
their life work. He brought to our minds most 
forcefully the fact that institutions supported by 
the public owe their obligation first to that part 
of the public paying the bills, and secondly to 
those outer and ever-widening circles of the peo- 
ple at large. 

The University through its Medical Depart- 
ment offers in its laboratories, clinics, operating 
rooms and wards rare opportunities to its teach- 
ers for their own continued medical education. 
In return the city has a right to demand not only 
proper care for its poor sick in hospital and out- 
patient departments, along with the best possi- 
ble training for its medical students, but also 
she may justly claim for the people of the city 
at large whatever of public health education its 
faculty is capable of giving. 

Mr. Colvin said the City of Louisville in turn 
owed a great debt to the country people 
from whom she has always drawn and will con- 
tinue to draw much of her talent in man and 
woman power. So back to the country she must 
send whatever she learns that may help toward 


safer, saner and happier living. 

Since the evening of that faculty meeting I 
have been turning the searchlight of unbiased 
study on the work of our Obstetrical Depart- 


ment. On the wards we have been taking care 
of our patients and training our students as best 
we could. In our prenatal clinic we have made a 
record of which we are proud. There, too, we 
have been trying to meet the needs of the pa- 
tients and to teach the students to carry on. 
But how about the great outer public? How 
have we used the clinic and the knowledge we 
have gathered there for the benefit of physicians 
who have not had the opportunity of working in 
such centers? What have we done towards pub- 
lic health education along prenatal lines? 

I shall enumerate our first feeble steps taken 
in the role of an extension bureau, not that 
they are in themselves noteworthy. 

First, we have linked up the Clinic with the 
health organizations already functioning in the 
city and state. Our association with the State 
Board of Health has been close and cordial. At 
the suggestion of the Bureau of Maternal and 
Child Health and through the aid of the Secre- 
tary of the Board, we were enabled to edit for 
two years an obstetrical column in the Kentucky 
Medical Journal, the organ of the Kentucky 
Medical Association. Each month a record of 
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every abnormal case delivered in the Louisville 
City Hospital during the previous month was 
published in detail. We especially stressed those 
cases which were modified by prenatal care or 
the lack of it. At the beginning of the work 
the routine of prenatal care as carried out in the 
clinic was carefully presented. Judging from 
the letters received from out-of-town doctors, 
we believe this column played a part in stimulat- 
ing renewed interest in prenatal care and better 
obstetrics. 

We have kept in close and sympathetic touch 
with the work of our health officers. Each 
spring, whem they have come together in Louis- 
ville for their annual meeting, we have brought 
before them the importance of prenatal care in 
the field of preventive medicine. Each year we 
have given them the record of the clinic for the 
previous year. Thus again and again they have 
seen maternal and infant mortality rates held 
down by the resistless pressure of prenatal care. 
These gentlemen have come to realize that they 
might better hope to escape death or taxes than 
this yearly dissertation of ours. To their credit 
be it said that each year they have listened with 
greater interest and conviction. As guests, they 
have always had a warm welcome in the clinic. 
One young full-time health officer worked in the 
clinic as a post-graduate student until he had 
mastered the details of running such a clinic. 
He then went home and, with the assistance of 
the private physicians of the town, established a 
prenatal clinic as part of his public health work. 
It is our dream that eventually every full-time 
health officer of the State will follow his example. 

The Director of the Clinic, representing the 
State Board of Health, spent two weeks of the 
summer of 1922 in a section of Eastern Ken- 
tucky holding conferences with various groups 
of physicians in an attempt to encourage them 
to open prenatal clinics. The district chosen 
seemed an especially promising one in which to 
begin this work, since all the mining camps and 
some of the towns were served by corporation 
physicians. No permanent clinics were estab- 
lished as a result of this effort, but possibly it 
bore some fruit in drawing the attention of in- 
dividual physicians to the importance of prenatal 
care. 

Each year, when our alumni come back for a 
week of clinics, we are delighted to have as many 
of them as visitors in the clinic as the rooms will 
hold. For them are held ward-walks, where 
they may study the results of the work of the 
We notice they come each year in in- 
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creasing numbers. The Clinic is open at all 
times to any physician of the State for observa- 
tion or post-graduate study. 


We have also made a small beginning towards 
meeting our obligation as educators of the lay 
public. If it is true that more women of child- 
bearing age die from childbirth than from any 
other cause except tuberculosis, and if such 
brilliant results can be obtained from prenatal 
care as have been reported each year before: this 
Section, surely we clinicians have before us to- 
day a task worthy of our metal. The profession 
has not left public instruction as to the preven- 
tion of tuberculosis or cancer or malnutrition 
entirely to the private physician as a private 
matter between him and his patients. Why, 
then, should we saddle him with the full re- 
sponsibility for prenatal care? To do so would 
be unfair. Many women do not consult a physi- 
cian until they are practically at term or actually 
inlabor. Such negligence is sometimes prompted 
by a false sense of modesty, sometimes by a de- 
sire to save money, but always it is really due 
to the ignorance of the patient as to risks en- 
tailed by pregnancy and childbirth. Nothing 
short of the white light of public health educa- 
tion will put a stop to this deplorable practice. 

Since its establishment seven years ago our 
Clinic has cooperated in the closest possible way 
with the public health nursing association of the 
city. In fact, the clinic could not have been 
except for this organization. Their nurses were 
from the first and continue to be the very back- 
bone of the work. They serve in rotation as 
assistants in the clinic where they master every 
detail of the routine care. This information they 
disseminate throughout their districts not only 
for the better control of our clinic patients but 
also for the instruction of that much larger group 
referred to them for nursing care by the private 
physician of the city. 

In the Clinic, too, we have a force of lay vol- 
unteers who act as secretaries, take tempera- 
tures, weigh patients, collect specimens and do 
irnumerable things which facilitate the work of 
the clinic. We have been fortunate to have in 
these an unusually intelligent and devoted group. 
Some of them have been with us since the estab- 
lishment of the clinic seven years ago. With 
few exceptions they are all mothers themselves, 
and they have built for us an atmosphere of 
sympathetic understanding and refinement which 
has meant everything to the comfort of our pa- 
tients. Besides this, they have learned much 
about the value of prenatal care, and through 
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their social contacts with other women they have 
broadcast the truths about the necessity for such 
care. 

The nurses of the Bureau of Maternal and 
Infant Welfare, as well as the county health 
nurses of the State, are frequent visitors in the 
Clinic. By studying the results obtained they 
renew their faith in the worthwhileness of pre- 
natal care, and they become enheartened to carry 
back to the State whatever advancements we 
have been able to make. 

These are the things.we have done to extend 
the influence of the obstetrical department and 
the clinic to the outer public, both lay and pro- 
fessional. We realize they are only a beginning, 
and so feeble and faulty that I would have 
hesitated to bring them before you but for a 
recent conversation I had with Dr. Russell, of 
the International Health Board. Dr. Russell 
thinks that of all the fields of preventive medi- 
cine that of prenatal care has been the most 
neglected. He is, however, not to be shaken in 
his conviction that of all the fields this one 
promises most for brilliamt and quick results. 
He insists that no work should be considered 
insignificant which has any bearing on the sub- 
ject until the lay public is enlightened and every 
physician doing obstetrics feels his full obliga- 
tion to his expectant mothers. 

Dr. Russell asked me for the record of the 
Clinic as to the results we had gotten from pre- 
natal care. I would like to give you a brief 
summary of the last three years’ work. There 
is nothing unusual about it as compared with 
that of other clinics. However, it is well for us, 
now and again, to look over such records as a 
means.of maintaining our own zeal in this im- 
portant branch of obstetrics. 

We have treated in the obstetrical department 
of the Louisville City Hospital in the last three 
years 2,216 mothers. One hundred and ninety- 
three of these have received post-partum care 
only, having been delivered by outside physi- 
cians, or midwives, or having precipitated in the 


-home, without any care of any sort. Many of 


these were sent in because of grave complica- 
tions developing at the time of labor as, for ex- 
ample, eclampsia, post-partum hemorrhage and 
retained placentas. 

Of the 2,216 cases handled, 1,426 came in 
through the clinic. We count as Clinic patients 
all women registered in the Clinic, though many 
of them receive very inadequate care. The 


maternal death rate among Clinic patients was 
4.2 per thousand. Among the non-clinic patients 
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it was 29.1 per thousand, or a ratio of about 
to: 7. 

The occurrence of eclampsia among the Clinic 
patients was 8.4 per thousand against 36.4 per 
thousand among the non-Clinic patients, or a 
ratio of about 1 to 4. 

No case has developed eclampsia which re- 
ceived what we consider anything like adequate 
prenatal care. 

The mortality rate from eclampsia for the 
Clinic patients has been zero, and the mortality 
rate from eclampsia for the non-Clinic patients 
has been 27.5 per cent. 

In the three years we brought into the house 
from the Clinic twenty-one women for the treat- 
ment of pre-eclampsia, and none of these were 
lost. Seven women came in from the outside 
suffering from pre-eclampsia toxemia who had 
received no prenatal care. Of these seven cases, 
two were lost. 

Our fetal mortality among babies of Clinic 
patients has been 8.34 per cent; among the non- 
Clinic patients it has been 22.2 per cent, or a 
ratio of 1 to 3. We count on losing about one 
baby out of five emergency cases. This, of 
course, includes deaths from all causes, for ex- 
ample: pre-maturities, deaths in utero, syphilis, 
prolapsed cords, and transverse positions. These 
figures show what can be accomplished in such 
Clinics, but it was not necessary to quote them 
to convince any of the men of this Section as to 
the value of prenatal care. My point is, how 
are we going to pass the truths which these fig- 
ures represent on to the great outer public, both 
lay and professional? 


DISCUSSION (Abstract) 


Dr. Henry Rubel, Louisville, Ky.—It is remarkable 
that we have never had a popular campaign for the 
prevention of puerperal septicemia. We know there 
are over 100,000 women who die annually from this con- 
dition. We have had popular tuberculosis campaigns 
and campaigns for the eradication of cancer, and now 
we are having a campaign for the overcoming of mal- 
nutrition in babies. What we need is a campaign to 
reduce this tremendous number of puerperal septicemia 
cases. 

The gist of the whole matter is education, and I 
think that every state ought to have some well con- 
ducted prenatal clinic, or clinics, to which the health 
officers from each county would be sent for a post- 
graduate course. They could see how the clinic is con- 
ducted, and then have every local county health nurse 
come to the clinic and see how the patient is super- 
vised. In Louisville, under the guidance of Dr. Pickett, 
we have a splendid prenatal clinic. This clinic is open 
twice a week and we have an average of sixty patients 
every time it is open. We have a definite regime that 


must be gone through by every patient, and Dr. Pickett 


SOUTHERN MEDICAL JOURNAL 


October 1927 


is fortunate in having the close cooperation of the 
Junior League. They take temperatures and blood 
pressure readings, and then Wassermann reactions are 
taken and smears if necessary. We are pretty well con- 
nected up with the eye, ear, nose and throat depart- 
ment, and then when we have a high blood pressure 
case the ophthalmologist makes an eye ground ex- 
amination. 

You know, in every well regulated laboratory in the 
city, if you make two or three urine examinations, it 
takes ten dollars. Many people cannot pay adequately 
for the services rendered in complete and thorough 
obstetrical care. I do not know whether this will have 
to be taken over by state medical control or not, but 
every county society ought to have a health officer who 
will persuade two or three altruistic physicians to 
form a little prenatal clinic which will not only check 
up the condition of pregnant women and examine the 
urine but also get back to the personal history and find 
whether there is any tendency to tuberculosis, any 
syphilitic involvement, or any cardiac trouble. 


Dr. Josephine Hunt, Lexington, Ky.—I wish to take 
a few minutes to bring to your attention the work 
done by Mrs. Mary Breckinridge. Three years ago 
Mrs. Breckinridge went into the Kentucky mountains 
to make a survey of three counties as to midwifery. 
She found that a large percentage of the women had 
no recourse to any physician whatever, and those who 
had were largely in the hands of “almanac doctors,” a 
doctor who had read an almanac and then, styling him- 
self “doctor,” had begun to practice medicine. The 
native midwives were the only people to help out most 
of these women, and they were very free in their ex- 
amination® with unwashed hands. Mrs. Breckinridge, 
being convinced that there was need for scientific mid- 
wifery in the mountains not only of Kentucky but in 
other states, went to England and took her work in 
the British Isles, becoming a licensed midwife. She 
then came back to Kentucky and got in touch with the 
State Board of Health, who gave her hearty cooperation. 
The first summer Mrs. Breckinridge, her two nurse mid- 
wives, all of them graduates of good hospitals and licensed 
midwives in the British Isles, and two other helpers 
made a survey of every family in Leslie County, which 
had 375 square miles and 10,000 people, many of them 
very isolated. It took them several months to make 
this complete survey, and it is the first time the State 
Department has had a record of this kind. Leslie 
County has not a railroad in it, nor an automobile. 
Most of the trails are just paths, and there are very few 
wagon roads. Mrs. Breckinridge has built her own 
home there, twenty miles from the nearest railroad, and 
is financing herself. Her work is a memorial to her 
two children whom she has lost. Her plan is to have 
thirteen nurse midwives in this county as soon as she 
can get them. She has five now and three more are in 
England getting their training. Her hope is that as 
soon as the work is firmly established in Leslie County 
it will extend through other counties and from there 
throughout the South wherever there is need. The 
people have received her very kindly and are begging 
her to establish other centers. She puts two nurses in a 
center and they work in a certain radius. These nurses 
must know how to take blood pressure, to make urine 
examinations, to take pelvic measurements, and to 
make prenatal examinations. When they find a case 
which they think will be abnormal, they send her to a 
Lexington or to a Louisville hospital. Since they have 
started, one well trained physician who cooperates 
heartily with them has gone into the county. Mrs. 
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Breckinridge will be glad to hear from any of you who 
may care to write her, and she will be glad to send you 
literature. 


Dr. C. B. Upshaw, Atlanta, Ga—I wish to report on. 


our prenatal work in Atlanta. We have a clinic entirely 
of colored patients, and the work is done under the 
supervision of Emory University at Grady Hospital 
and the clinical material is used for teaching third and 
fourth year students. It was organized in 1920. Then 
we had a clinic once a week and about six or eight 
patients reported each week. The work has grown 
rapidly. Today we have a large clinic three days a 
week. On Wednesday we see only new patients and 
have an average of twenty-five a week. These patients 
are examined and instructed to report back each two 
weeks, or oftener if indications demand, on Wednesday 
mornings. Just this week there were sixty old cases re- 
porting back for observation. A blood Wassermann is 
taken on all patients at the first examination and we 
find that they run positive in 25 to 30 per cent of the 
patients. So we have a third day for treating the luetic 
patients and an average of fifteen or twenty report to 
this clinic. 

About two-thirds of all negro babies born in Atlanta 
are delivered at Grady Hospital on this service. All 
uncomplicated deliveries are conducted by senior medical 
students in the hospital. 

Our cases of eclampsia are markedly decreasing, and 
there is a wide difference between those patients who 
have received adequate prenatal care and those who 
have not. Very few cases of eclampsia develop in those 
who have had routine examinations and blood pressure 
observations at the clinic. 

Among about 4,500 prenatal patients since the open- 
ing of the colored division there has been only one case 
of pernicious nausea of import serious enough to war- 
rant termination of pregnancy. 


Dr. P. E. Blackerby, Louisville, Ky—We in public 
health service are interested in lowering the infant mor- 
tality. We look to the obstetricians for our cue as to 
methods, and with their intelligent leadership we hope 
to raise a sentiment for proper prenatal care. You 
obstetricians have a knowledge of how to prevent many 
of the conditions that lead to serious illness and to 
death. We of the public health profession do not wish 
to be impractical in our application of the knowledge 
we have. There should be understanding and cooper- 
ation. We have observed Dr. Pickett’s work and have 
seen the results, and have taken from that our ideas as 
to what we believe is the best kind of propaganda to 
put before the profession and the people. Dr. Pickett 
has given us her views on maternal and child health in 
such a way that the literature we send out to the med- 
ical profession has given a return that is practical. The 
Clinic in Louisville, as conducted by Dr. Pickett, is used, 
not only for those who come into the clinic for care 
but also as a teaching center for students in the Uni- 
versity, and better still from a public health standpoint, 
it is used as demonstration center for public health 
workers in the state so that they get firsthand knowl- 
edge that they should have in their work of teaching 
the laity and of cooperating with the medical profes- 
sion. Physicians in the country have been indifferent 
in the past, but we must remember they had no op- 
portunity for training in a clinic. We refer our health 
officers to this clinic in Louisville, so that they may go 
back and be better able to work with the profession. 
Through the public health workers we wish to help the 
medical profession to build up an intelligent patronage 
in every section of the state; people who shall know 
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that it is important to employ a good family physician, 
and then we want the family physician prepared to 
render the laity real obstetric service from the first 
month of pregnancy to and beyond delivery. The point 
I want to emphasize is that you should help the public 
health profession by collaborating with it in finding a 
practical way of getting to the public the thought that 
prenatal care is the most important thing for every 
pregnant woman. 


Dr. Wm. T. McConnell, Louisville, Ky —To cut down 
mortality, the malady must first be diagnosed and then 
the remedy applied. We are rapidly diagnosing the 
malady. Prenatal care is the biggest problem that we 
have now before us as a profession, and we are getting 
facts such as Dr. Pickett read this afternoon in our 
hands as a basis for operation. Our big problem is to 
get these facts to the terminal place where they are 
needed: to the laity and the physicians. There has 
always been a reticence on the part of the profession to 
promote propaganda in regard to maternal welfare be- 
cause of a false modesty in talking about having babies; 
but that false modesty is rapidly passing and people 
are becoming more enlightened as to the needs and the 
public should provide universal propaganda that would 
get these things across. If every physician in the United 
States would give the information that Dr. Pickett pre- 
sents to every expectant mother, it would not be long 
before we had a vast reduction in our infant and 
maternal mortality. 


GLAUCOMA SIMPLEX: SURGICAL 
TREATMENT*+ 
© 


By L. J. Gotpsacu, B.S., M.D., F.A.CS., 
Baltimore, Md. 


Pathologically, surgically or clinically speaking, 
it is difficult to say just when a glaucomatous 
eye goes into the various stages of an acute or 
chronic glaucoma. Elliott aptly asks the ques- 
tion: “Is there any such thing as acute, sub- 
acute or chronic glaucoma, as if we were deal- 
ing with many clinical entities?” 

Microscopical study of glaucomatous eyes en- 
lightens us as to the best way of ‘treating these 
eyes either by medicinal or surgical intervention. 
Unfortunately the greater number of cases for 
microscopical study are from eyes that have far 
advanced in their pathological changes; con- 
sequently we can see only the effect and not the 
cause that brings about the intra-ocular path- 
ological changes. Very few eyes have been 
studied microscopically in a beginning glau- 
coma; yet we are always dependent for our 
success on the early recognition of prodromal 
signs and their proper interpretation. The prep- 
aration and hardening of eyes may also lead to 


*Read before the District of Columbia Medical So- 
ciety. 

+From the Wilmer Ophthalmic Institute, Johns Hop- 
kins Hospital. 
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different conclusions. Clinical signs guide us 
entirely; were we fortunate enough to compare 
these signs with microscopical study we should 
be in a better position to combat this entity by 
a more uniform and standard surgical or med- 
ical treatment. 

Apparently it is not a question of “hydro- 
statics in a closed chamber, but it is a question 
of hydrodynamics” (Elliott). The slit-lamp 
which has a promising future will enable us to 
study more minutely the anterior segments of 
the eye and probably guide in a better way the 
solution of the condition. We are still in the 
dark, and until the veil is lifted our results will 
meet with a certain number of failures, and 
blindness will eventually follow. Just what 
glaucoma means and its causes will for the time 
being subject our views to wide and different 
interpretations. 

If it were possible to have a kinetoscope of 
the various stages of an eye undergoing glau- 
comatous changes, how interesting it would be 
to study the edematous condition in the posterior 
segments of the eye, in the papillae, retina and 
choroid; the venous emissaries of the vena vor- 
ticosae with the infiltrated cells and contractions; 
hyperemia and then atrophy of the iris vessels; 
likewise the ciliary; endarteritis and the de- 
generation of the retinal vessels; the excavation 
of the nerve head and crowding of vessels to- 
wards the nasal side of the disc; the fontana 
spaces and the outlet for the aqueous with the 
varied pathological changes; the general vas- 
cular and lymph alterations bringing about 
chemical changes in the fluids; Schlemn’s canal 
partially or completely obstructed; the ingress 
of fluids, not the egress through the pectinate 
ligament; and the difference in pressure between 
“fluids and its area of secretion and excretion 
premises a movement of fluid mass” (Elliott). 


Logelshneckof some time back wrote these 
words: 


“In consequence of my observation for many years 
of a large number of patients on whom I had per- 
formed one or the other operations, I have been con- 
vinced that. the operation delays the glaucomatous 
process for a longer or shorter time, but does not cure 
it. Exceptions are extremely rare and are met with in 
only two classes of cases: the rare case of acute glau- 
coma with an operation early and the so-called pro- 
dromal glaucoma, in both of which no excavation of 
the optic nerve, and in general no permanent glau- 
comatous changes are present, and when the process 
tends to be brought to a standstill either spontaneously 
or under treatment with esserine. These extremely rare 


cases of cure stand in contrast to others in which the 
operation does decided harm and the vision sinks to 
partial or complete blindness.” 
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Of the various operations performed for the 
reduction of intra-ocular tension and retained 
vision, we have concluded from our experiences 
in the Wilmer Ophthalmic Institute that the 
corneo-scleral trephine has given us most satis- 
factory results in glaucoma simplex. No opera- 
tive procedure is perfect; and even if it should 
be all we claim for it, the human element plays 
its part in the eventual outcome, irrespective of 
a successful operative technic. The intra-ocular 
fluid with overproduction and under-elimination, 
or a normal production with under-elimination, 
speaks for a filtrating cicatrix that remains 
patent and non-infective holding the tension 
somewhat around normal and not allowing hypo- 
tension to follow and eventually destroy what 
we contemplate holding. This procedure when 
carefully followed gives us in most cases of 
chronic glaucoma satisfactory results. 

Any operative work or medicinal application 
on intra-ocular tension does not affect the nature 
of the disease. It only removes the symptoms 
from the glaucomatous eye by mechanical fac- 
tors. Parsons states, and the point is well taken, 
that “closure of the filtration angle is the one 
common factor in the morbid anatomy of glau- 
coma.” 

Iridectomy in early acute or congestive glau- 
coma unquestionably is the sheet anchor; but in 
the form of glaucoma that we call chronic or 
simplex, an iridectomy is useless, as the eye 
slowly but surely goes to blindness. 

The requirements of Kraus are: (1) the ten- 
sion shall be permanently diminished; (2) the 
signs of irritation shall permanently disappear; 
(3) the excavation of the papilla shall not ad- 
vance; (4) the refractive media shall become 
clear; (5) the function shall be restored; (6) 
painfulness shall pass away; (7) complications 
shall be avoided. “The corneo-scleral trephine 
in chronic glaucoma answers in the majority of 
cases.” 

In the Wilmer Ophthalmic Institute the oper- 
ation of choice for chronic glaucoma, as I have 
stated, is the corneo-scleral trephine. It may 
not be amiss to describe it in detail. 

Conjunctival scrapings are made, the patient’s 
fields and the blind spots are carefully studied 
and compared. Tenometric measurements are 
made; slit-lamp and ophthalmoscopic study. 
The physical examination is made by the resi- 
dent; in doubtful cases the resident on medicine 
or one of the visiting medical men is called in 
consultation. Routine examinations of the upper 


; 
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respiratory tract and dental consultation are em- 
ployed, a Wassermann made and spinal punc- 
ture is done if it is thought necessary. Focal 
infection is looked for. Elliott has said: “After 
successful trephining if vision is growing less, 
diligently search for auto-genetic intoxication.” 
We try to avoid this by searching for focal in- 
fections before operating. To summarize and 
not to elaborate: before operative interference 
the patient has the command of the Hopkins 
Hospital Staff for all consultations required. In 
some cases this means quite an extensive study. 

With satisfactory reports from the various ex- 
aminations, the patient is prepared for operation. 
Butyn 1 per cent solution is instilled into the 
eye, and after the eye and other surrounding 
parts have been thoroughly cleansed a subcon- 
junctival injection of novocain and adrenalin is 
given at the lower limbus. The conjunctiva 
about 8 mm. above the limbus is cut with scis- 
sors; a wide thick flap is made; nearing the 
limbus and hugging the sclera, a dull dissector is 
used as the corneo-scleral border is approached. 
The intra-corneal layers are carefully separated. 
Before placing the trephine in position we see 
that the sclera is free from all tags. The Elliott 
trephine, usually a 2 mm. one, is placed about 
0.5 mm. in the cornea and 1.5 mm. in the sclera, 
cutting through the cornea first and finishing 
over the scleral end last. If the trephine does 
not entirely cut the sclera, the disc is severed 
with scissors. The iris is now bulging, and with 
iris forceps and de Weckers scissors an iridec- 
tomy is completed. The conjunctival flap is 
gently replaced in position and sutured with 
catgut. Atropin 1 per cent ointment is used in 
the conjunctival sac, the eye is closed and 
1-10000 bichlorid ointment applied. Both eyes 
are bandaged and the patient is returned to the 
ward. Daily inspection is made. Ten per cent 
argyrol is placed in the conjunctival sac and 
washed out with boric acid solution. Atropin 
and bichloride ointment are applied to the eye 
daily. It is rare indeed to see an eye become in- 
fected. Cyclitis is held in check with atropin 
sulphate, continued in the eye for at least a 
month or longer. At times massage and warm 
compresses are applied when evidence warrants 
it. Good surgical technic is necessary, and Dr. 
Wilmer, adds, “a thick conjunctival flap and 
atropin. 


Cyclodialysis and other operative undertak- 
ings have been tried, but in our experience the 
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corneo-scleral trephine gives best results. The 
establishment of a permanent fistulous opening 
in the Descemet’s membrane endothelium is the 
key for any successful operation on a chronic 
glaucomatous eye. If Descemet’s membrane is 
incised instead of being excised, our results are 
far from being satisfactory. To quote Elliott 
again: 

“When a trephine cuts out a neat disc the moment it 
is withdrawn the latter is pushed up by a dark bead of 
prolapsing iris. If the surgeon seizes the disc and the 
bead of the iris in one grip of the forceps, and cuts 
them off with a single- snip of the scissors, he gains 
two distinct advantages: (1) the patient cannot move 
the eye away, thus causing the iris to be drawn into 
the wound by the hold on the forceps, and (2) it is 
obvious that the, membrane of Descemet and its ex- 
pansion into the pectinate ligament must be excised as 
widely as the limbus of the removed disc.” 

As an after-thought of the question of glau- 
coma, it has often occurred to me that perhaps 
we have not laid sufficient stress on the impor- 
tance of recognizing the prodromal signs of be- 
ginning glaucoma, especially the very careful 
study of fields and light sense. Our students ap- 
preciate the importance of intra-ocular tension, 
but have we sufficiently enlightened and im- 
pressed upon them the necessity of early rec- 
ognition of coming events which cast their shad- 
ows before? Permanent increased intra-ocular 
tension is the essential symptom, but in the so- 
called compensating or temporary increased 
intra-ocular tension the difficulty is to recognize 
the importance of an eye which is beginning to 
undergo serious pathological changes. It is by 
forceful and intelligent instruction that we teach 
our students to avoid these pitfalls. We do not 
give sufficient hours for these instructions, but 
rather show students the results.of operating 
upon glaucomatous eyes. The best way to treat 
glaucoma is by recognition of its early symp- 
toms: variant presbyopic symptoms; a passing 
temporary blurring of vision for distance, and 


- asthenopic symptoms in patients passed forty, 


when they can be attributed to no other under- 
lying cause. Fewer tenometric measurements 
and more standardized light for fields and blind 
spot study will enable us to detect the early be- 
ginning intra-ocular tension, and thus avoid the 
pathological changes that eventually lead to 
blindness unless checked by medicinal or surgical 
intervention. 


1012 North Charles Street. 
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NEUROSYPHILIS* 


By Lewis M. Garnes, M.D., 
Atlanta, Ga. 


This clinic is entitled “Neurosyphilis,” and 
paradoxically I expect to show two cases of 
neurosyphilis which are not neurosyphilis. In 
both cases the question of neurosyphilis has 
entered in a confusing way, and I felt that the 
differential diagnosis, in which laboratory and 
clinical signs often conflict, would be perhaps 
more valuable than pictures of the ordinary cases 
of neurosyphilis with which you are familiar. 


The first patient is a man who has kindly consented 
to come over here this morning so that you may see 
him. We are fortunate in having been able to follow 
him over a period of nine years, and certain mistakes 
have been made in recognizing the pathological condi- 
tion of this case until comparatively recently. 

The patient, who in 1917 was 34 years of age, in 
June of that year had his first convulsion, epileptiform 
in character. It occurred during the night. In De- 
cember of the same year he had a second attack; in 
February, 1917, a third attack; in April, 1917, a fourth 
attack; in August of the same year, a fifth attack, and 
all appeared to be epilepsy. On December 4, 1917, rid- 
ing home from work on the street car, he became un- 
conscious and found himself in a hospital the next aft- 
ernoon. We saw him that night, December 4, 1917. He 
had had approximately twenty-five convulsions, one 
after another, not regaining consciousness in the interim. 
He had been given the full therapeutic armamentarium, 
including chloroform and oxygen, with no let-up in his 
convulsive attacks. In other words, he was in a con- 
dition of status epilepticus, which is, of course, a most 
serious situation. 

Spinal fluid drainage in this case proved remarkably 
effective. He had only one convulsion after the spinal 
fluid was withdrawn and recovered from this particular 
status. 

In the history of the case there was nothing impor- 
tant, except that in 1908, nine years previously, there 
was a history of a luetic infection for which he received 
five injections of arsphenamin and mercury pills taken 
over a period of time with a small amount of iodid of 
potassium. The blood Wassermann at that time was 
negative. The spinal fluid Wassermann at the time of 
his status epilepticus was negative. Over a period of 
approximately eight years he got along fairly well with 
no recurrence of the status, but with an occasional 
typical epileptiform seizure at irregular intervals. He 
was under observation part of that time. Part of the 
time he was in another city. 

In March of last year we had the picture of a man 
who had regular epilepsy, epilepsy of doubtful causa- 
tion, although there was some reason to suspect a luetic 
basis. During the preceding few years the patient had 
noted that the right side was more affected than the 
left in the convulsive movements. Also there had been 
several attacks in which the patient did not lose con- 
sciousness, and a definite right-sided attack began on 
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the right side of the face. A second point is that about 
five years before the patient first exhibited periods of 
aphasia, and sometimes these periods were followed by 
a convulsive attack, sometimes not. The attack of 
aphasia sometimes lasted several days. A third point of 
interest is that after about five years there was a 
gradual failure of memory. It became necessary for 
him to make memoranda in order to keep his appoint- 
ments. About February of this year the patient be- 
came decidedly worse. He began to stagger a little 
when he tried to walk, and on-several occasions he ex- 
hibited what we have thought is a rather characteristic 
sign of frontal lobe lesion, that is to say, an indifference 
to sphincter control, which is a different matter from a 
loss of sphincter control. At times he retained his urine 
and feces and then again he became indifferent. That 
was the situation in March, 1926. Examination of the 
eye grounds at that time showed that the veins were 
somewhat engorged and the margins of the discs slightly 
obscured, but there was normal cupping; the left eye 
ground was practically the same as the right. Thus 
there was evidence of intracranial pressure, although the 
pulse rate was 80. The cardinal symptoms of marked 
intracranial pressure were not present. There was some 
complaint of headache, but no vomiting. 

There seemed to be reason to suspect a lesion of the 
frontal lobe on account of the memory disturbance, 
and on account of the indifference in sphincter control. 
The central lobe was also involved, as was shown by 
the occurrence of convulsions over this long period of 
time and the twitching of the right side, and also the 
aphasia. In this case, ventriculography was not done, 
but the stereoscopic pictures showed cloudiness of the 
right frontal lobe, calcification evidently progressing 
within the substance of the brain. The patient was re- 
ferred to Dr. C. E. Dowman for examination, and I 
will read from his notes as follows: 

The operation was done under a local anesthetic, 
novocain and adrenalin. The left frontal lobe was ex- 
posed and the dura was found to be very dense. After 
ligating the vessels the sulcus was opened and retracted, 
exposing the lateral aspect of the tumor. This was 
found to be of considerable size and containing an 
enormous amount of cystic fluid, the cyst being ap- 
proximately the size of a man’s hand. Extending an- 
teriorly from the cyst was a large mass of gliomatous 
tissue involving the frontal lobe. The only way in 
which this mass could be removed was by a complete 
lobectomy, and it was decided not to attempt such a 
procedure. A sub-temporal decompression was done. 
In order to accomplish the evacuation of the cyst, a 
certain amount of bone had to be taken away from the 
median line of the skull. The decompression was done 
under local anesthetic, and while under the anesthetic 
there was a rise of blood pressure to 160. Immediately 
after the novocain was given this went down to 120/80 
and remained at that point during the remainder of the 
operation. The pulse rate did not vary from 80 to 84. 

The patient made an uneventful recovery from the 
operation and since then has showed very remarkable 
improvement. Since the operation, which was done on 
March 30 of this year, he has had one slight attack of 
aphasia lasting only a few moments, and following that 
there were a few convulsive movements and a marked 
feeling of weakness. Further than that, he has had no 
other disturbance, and his memory has improved de- 
cidedly, although it is not yet as good as it was before 
the onset of this illness. There is no further indiffer- 
ence to sphincter control, and he has been able to work 
since July 5, with only occasional lapses on account of 
intercurrent colds. 


804 — 
7 
a 
t 
a 
n 
h 
sh 
le 
to 
sh 
: at 


Vol. XX No. 10 


I wish you to observe the way in which he is able to 
handle himself. He walks normally, there is no stag- 
gering, and he is able to control the muscles of his 
entire body. You will notice over the right ear a slight 
depression on account of removal of bone. There has 
been very little bulging or evidence of pressure, but a 
slight tenderness over this area. He has received since 
his operation x-ray therapy at the Steiner Clinic. I am 
unable to state the exact dosage, but he was given this 
treatment in series. He has had two series of such 
treatments with no unfortunate reactions, and our hope 
is that he may be able to secure a regeneration of the 
gliomatous tissue by this means. 

Here we have a patient who was considered 
an epileptic on a luetic basis over a long period 
of time. Various laboratory examinations were 
made which suggested that the condition was 
luetic, and, of course, he had anti-luetic treat- 
ment. On July 19 it was reported that he had a 
negative blood Wassermann; September 19, the 
spinal fluid showed 73 cells with a considerable 
increase of globulin; negative Wassermann up 
to 0.5 c.c. of fluid, and with 1 c.c. of fluid plus 
Wassermann. Another examination made on 
November 19 showed a completely negative 
Wassermann, and 87 cells were reported. An- 
other report on February 22 showed 12 cells 
and globulin 3-plus. Such reports from the 
laboratory are confusing. We have also a sug- 
gested history of luetic infection. At the present 
time, in view of what we now know about this 
patient, we are compelled to conclude that the 
luetic infection played no role in his case. As 
far as I am able to find, there is no relation be- 
tween glioma and syphilis. It is possible he had 
lues, either arrested or cured. Another impor- 
tant point about his case is that his pupils have 
never shown anything approaching what we call 
a luetic type of pupil, either in reaction, size or 
shape. Ninety per cent of old luetic cases, par- 
ticularly where the nervous system is affected, 
will show some pupillary anomalies. 

The second case we wish to show you is one that we 
have had under observation for only a very short period 
of time. The case was sent in to the clinic to deter- 
mine whether or not there was a spinal cord tumor. 
The history briefly is this: this woman, who is single 
and 35 years of age, states that ten years previously 
this trouble was noted when she tried to run. She felt 
as though her toes were going into the ground and she 
was forced to drag them. She noticed a gradual in- 
crease of stiffness and weakness in her legs. She has 
no difficulty, except on rare occasions, in controlling the 
sphincter. Occasionally when she has a cold and coughs 
hard there is leakage of urine. 


This stiffness and weakness gradually progressed, and 
she also had a sense of exhaustion when she walked any 
length of time. The only relevant fact in the past his- 
tory was that when she was ten or twelve years of age 
she had sores on her legs, the scars of which remained 
at this time. At the age of eighteen a sore appeared 
over the knee, which was rapidly cured by the ad- 
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ministration of some medicine, the character of which 
we have no means of ascertaining. A rather interesting 
point in her family history is that her father and her 
grandfather were affected in the same way that she is 
now. 

The patient has marked spasticity of both legs and 
her gait is of the spastic type. There is a tendency 
very often for the legs to shake as she walks, and yet 
she has no disturbance of sensation, objectively or sub- 
jectively. Her reflexes are what we should expect: 
there is marked exaggeration of the angle and knee 
jerks and sustained ankle clonus, and a positive Bab- 
inski. Her abdominal reflexes are doubtful. I was not 
sure whether I was able to obtain them or not, which 
often happens with the abdominal reflexes, particularly 
in women. In this case it is of particular importance to 
determine whether they are present or absent. 

In some cases where a patient has been subjected to a 
laparotomy, it is difficult to obtain the abdominal re- 
flexes on account of the disturbance of the nerve supply 
in the walls of the abdomen. However, in this case 
there is no such disturbing factor, so we can certainly 
say that it is doubtful that her abdominal reflexes are 
present. I wish to show you the sustained ankle clonus 
and to give you an idea of the exaggeration of her knee 
jerks (demonstrated). In other words, in this case we 
have positive evidence of spastic paraplegia. We have 
probably positive evidence of involvement of the pyr- 
amidal tracts of the spinal cord, with sensory tracts 
left unaffected. 


We might very well ask, then, as the result of 
our years of study and experience in the history 
of medicine, and the examination of post-mortem 
cases, in what condition or from what causes 
have resulted bilateral spastic paraplegias, with 
practically no disturbance of the sphincters? A 
condition, the existence of which is open to some 
question, is primary lateral sclerosis. A second 
possibility’ would be amyotrophic sclerosis in 
which we have sclerosis plus muscular atrophy. 
However, in this case we have no muscular 
atrophy, so that is eliminated. The third pos- 
sibility is disseminating multiple sclerosis which 
we shall have to consider seriously in this case. 
Another possibility would be a vascular lesion of 
the cord, either thrombosis or hernorrhage, so 
that the pyramidal tracts are interfered with. 
But that, we think, is unlikely in this case. It 
seemed to me at first that the greatest possibility 
was spastic paraplegia, the basis of which might 


‘be luetic infection. With that in mind, our at- 


tempt was to see if we could find any evidence 
of specific infection in this case. Every Wasser- 
mann has been negative both on blood and 
spinal fluid. The cell count was interesting. 
One was 42, one 82 and one 7 per cu. mm., in- 
dicating evidence of some chronic inflammation 
of the meninges. A gold curve was done with a 
portion of the spinal fluid, but no conclusion 
could be drawn. We have therefore no positive 
evidence of specific infection and no history 
unless it is the occurrence of these sores. Her 
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pupils are absolutely normal and react promptly 
to light and accommodation. 

Our conception of multiple sclerosis has un- 
dergone considerable change since the day Char- 
cot promulgated his famous triad of symptoms; 
and yet we have in this case a spastic paraplegia, 
we have the long progressive history, and the 
spinal fluid is in keeping with the large number 
of cases which have been pronounced multiple 
sclerosis. Perhaps in 50 per cent of cases where 
the cell count is increased, we get a negative 
Wassermann. Add to that the questionable ab- 
dominal reflexes that we have in this case, and I 
think we are justified in concluding that this 
patient is suffering from a multiple or dissemi- 
nated sclerosis. She was sent in for suspected 
spinal cord tumor. Spinal cord tumor is almost 
without exception accompanied by signs of a 
sensory character, and in this case you cannot 
demonstrate any sensory symptoms. The ma- 
jority of cases will show evidence of obstruction 
of the spinal canal. In this case there is no evi- 
dence at all of spinal cord tumor. There is some 
reason to think that multiple sclerosis is the re- 
sult of spirochetal infection, so that many au- 
thors are advising the use of the same arsenicals 
that we use in luetic infection. I think it would 
be worth while to attempt this method with her, 
particularly as there is an increased cell count, 
although the spinal fluid continues to be nega- 
tive even at the present time. 


Medical Arts Building. 


RECENT DEVELOPMENTS IN URO- 
ROEN TGENOLOGY*+ 


By W. Houston Toutson, M.D., 
Baltimore, Md. 


To have proper facilities for working is proba- 
bly the chief requisite for satisfactory urography. 
The ideal urologic diagnostic room should be 
adjacent to the x-ray laboratories and equipped 
with a suitable table. The several tables to be 
had now offer a distinct advance in promoting 
proper procedures. The tables with built-in 
Bucky diaphragms, adjustable to almost any 
position, make quite an easy task of what for- 
merly was an awkward one for both the patient 
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and the operator. How grateful we all are for 
the present urologic examining table when we 
recall the former tragedies of moving the patient 
to the x-ray table and making our injection of 
shadow-throwing media, only to find that the 
catheter had slipped from the ureter. 

Before undertaking the study of a patient, a 
proper presentation of the positive and negative 
findings and a thorough explanation of the case 
should be given the roentgenographer. Often in 
this way I have received many valuable sugges- 
tions as to aids in the mechanical processes to 
be undertaken for a better diagnosis. 

This consultation is necessary if we wish to 
save unnecessary examinations, and certainly the 
roentgenographer should have all the facts in the 
case at his disposal if he is expected, as is most 
often the case, to make the diagnosis. There is 
a strong tendency to regard the x-ray laboratory 
as inefficient unless a positive diagnosis is made, 
which only serves to indicate how much reliance 
is ordinarily placed upon this department. Cer- 
tainly, then, the patient is saved much wear and 
tear by this preliminary consultation, and the 
diagnosis is facilitated. 

A definite time should be set for the examina- 
tion, so that proper time may be given for the 
study, and not an impression given that is the 
result of an interruption while in the midst of 
some other duty. Time may then be properly 
allotted for an immediate continuation of the 
examination, for example, for fluoroscopy or 
stereoscopy. As the result of hurried examina- 
tions, much work is unnecessarily repeated. 

As in all special branches, training is needed 
by the technicians in urography. The size of 
the films to portray competently the desired re- 
sult is important. Ordinarily they should cover 
the kidneys, ureters and bladder fully to prevent 
losing graphic details. Emphasis must be laid 
on the arrangement of the patient on the table 
before the film is made: first, to prevent dam- 
age to the patient by the cystoscope in moving 
him; second, to prevent slipping of the ureteral 
catheters; and third, to insure exposure of the 
film the instant the kidney pelvis is filled. 
Thought is also necessary in the examination to 
determine whether the pyelogram is to be made 
in the Trendelenburg position, flat or sitting 
posture, or any number of these positions. In 
fact, the detailed planning of the urologic ex- 
amination should resemble the detailed planning 
of the average surgical operation. By having 
the cystoscopic room near the developing room, 
the technician is able to tell the urologist almost 


i 
i 
| 
te 
no 
wi 
th 
no 
I 
7 sio 
é als 


Vol. XX No. 10 


immediately whether or not the injection is satis- 
factory or whether other procedures are to be 
carried out. Many times in anatomical de- 
formitives of the kidney, and ureters especially, 
the urologist has to see this film as soon as pos- 
sible to secure the best possible record of the 
condition. Of course, the sooner there is knowl- 
edge that the film is satisfactory the less dis- 
comfort there is to the patient. In patients who 
resent cystoscopic examinations a detailed sur- 
vey may be impossible. It is in this class of 
patients that I have found preliminary consulta- 
tions with the roentgenographer most valuable. 


Rountree has shown that sodium iodid when 
given by mouth in 5 grain doses will occasionally 
be excreted in the urine within four hours in 
sufficient density to cast a shadow on the film, 
or that 250 c.c. of 1 per cent solution intraven- 
ously may accomplish the same purpose. Ex- 
posure should be made then in two hours. How- 
ever, this procedure has not worked out satis- 
factorily. Much of the distress caused the pa- 
tient in pyelograms can be overcome by first 
ascertaining the kidney pelvic capacity and de- 
termining the amount of sodium iodid to be in- 
jected accordingly. After injecting the pelvis 
we withdraw the catheter well down the ureter, 
and fill the ureter and immediately after the 
pyelogram introduce the catheter to the pelvis 
and aspirate the solution to prevent painful after- 
effects. Shadow-throwing catheters are used 
throughout. Occasionally in cases of renal hema- 
turia of undetermined origin it is a good plan to 
have pyelograms made at fairly frequent inter- 
vals in the hope of discovering an early patholo- 
gic condition. I have in mind particularly renal 
and pelvic tumors. By a comparative study of 
the pyelograms, the roentgenologist is often able 
to give a clue in an otherwise undetermined 
diagnosis. We all have much to learn in the 
interpretation of pyelograms of early pathological 
conditions, and repeated pyelograms are indi- 
cated where there is involved the question of 
papilloma, epithelioma and hypernephroma, or 
perhaps to watch the progress of density in ques- 
tionable stone formation. Deviations from the 
normal can produce very puzzling problems, and 
who can say when there is an abnormality, when 
there are so many different apparently perfectly 
normal pelves. 


The problem of properly recording anatomical 
peculiarities of the upper urinary tract occa- 
Sionally calls for considerable ingenuity. It is 
also here that discussion of different procedures 
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by urologists and roentgenologists may be of 
mutual profit. 

Quinby has a very useful adjunct in the local- 
ization of renal calculi by exposing the kidney 
surgically and holding the film in a sterile rub- 
ber dam container while the x-ray exposure is 
made with a portable machine. Finding the 
exact location of the stone saves much mutila- 
tion of kidney tissue, where nephrotomy must 
be done for the removal of stone, and this is a 
simple and worth-while device. His scheme also 
will detect a migratory calculus at operation and 
is even better than an x-ray made immediately 
before operation. However fixed a renal or 
ureteral stone may be before operation, handling 
at the time of operation may dislodge it suffi- 
ciently to cause the operator considerable em- 
barrassment as we all have witnessed. The in- 
troduction of shadow-casting bougies up to 
points in ureteral obstruction and concentrating 
on this point with the x-ray has been of great 
benefit in helping to pick up the tiny shadows 
of smaller calculi that otherwise would have 
been missed. 


Interpretation of cystograms has afforded real 
difficulties. In cases of bladder neck obstruc- 
tion much valuable information may be ob- 
tained. Cord bladders may be properly diag- 
nosed by their funnel-shaped appearance, blad- 
der tumors may even be diagnosed, which, of 
course, is an indispensable aid in patients diffi- 
cult or impossible to cystoscope. But a most in- 
teresting subject is presented in diverticulation 
of the bladder, the interpretation of the num- 
ber, location, size, extent and contour of the 
diverticula; and a proper record of the condi- 
tion is much better obtained by the roentgeno- 
grapher than by the urologist. Here it is that ex- 
posures at different angles and stereoscopic views 


-help materially. Differing densities of sodium 


iodid solution and of air injections give us splen- 
did records of the contrast cystograms of Hin- 
man. 

Injections of the vas deferens and seminal 
vesicles and their interpretations require much 
more development to be of real assistance. Much 
valuable work is now being done on the anatomic 
peculiarities of the seminal vesicles. Naturally 
this must be better understood before the path- 
ologic findings can be translated. Our knowl- 
edge of the vesicles, as well as the other parts 
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of the urogenital tract, has to be evolved by the 
joint labors of the roentgenologist and the 
urologist. 

X-ray recognition of prostatic calculi has 
been rather deceptive because of conflicting 
shadows with the bony pelvis and because of 
the difficulty of radiographing a deeply situated 
gland. Angle exposure in these conditions cer- 
tainly taxes the skill of the technician. 

In the final analysis of these specialties, 
urology and roentgenoloy, it must be borne in 
mind that they are but aides in the diagnosis. 
We cannot disregard the factors of history, 
physical inspection and the laboratory data. 
Clinicians are too prone to rely on the report of 
special procedures for absolute diagnosis, dis- 
regarding other information. While this may 
be regarded as a compliment to these branches, 
it is unfair not to take the entire data regarding 
the patient into consideration, thereby having a 
definite basis for our conclusions. It seems that 
our manifold duties in our respective depart- 
ments tend to separate us rather than weld us 
into a more compact diagnostic group. This is 
an increasing evil to be combated. If we fre- 
quently discuss our difficulties, we shall obtain 
much sound advice from each other. I know of 
no departments where this is exemplified more 
than in the departments of urology and roent- 
genology. 


DISCUSSION (Abstract) 


Dr. J. J. Clark, Atlanta, Ga—Dr. Toulson has 
touched a big subject. Many times a man has come into 
our office for an examination who does not know 
whether he has an opaque catheter or whether he has 
sodium iodid. We should always have these on hand. 
The location of the laboratory is very important. I 
find that by having an overhead system connecting the 
cystoscopic room with the x-ray room we are better 
able to care for the patients. Some urologists will come 
and do their work and be gone in twenty-five minutes, 
while others take three hours to do the same thing. By 
putting them off in a corner we can go ahead and do 
our other work undisturbed. 


The problem of gallstones versus kidney stones al- 
Ways comes up. It is one of our diagnostic difficulties 
to decide whether we have a right renal calculus or a 
gallstone. Many times the gallstone will hang down 
over the kidney and its shadow is very difficult to in- 
terpret. You are all familiar with the methods of mak- 
ing this diagnosis. We have used pyelograms as an 
aid in this diagnosis. I believe I would rather use 
iodopin for the gall bladder field than to use sodium 
iodid for the renal pelvis field. : 


October 1927 
PSYCHOPATHIC INFERIORITY* 


By R. Fintey Jr., M.D.,** 
Richmond, Va. 


There is a large group of socially maladjusted 
individuals whose psychopathic classification is 
variously known as constitutional inferiority, 
constitutional psychopathic inferiority and con- 
stitutional psychopathic state. They frequently 
portray many of the characteristics of the more 
clear-cut psychoses. 

Some writers attempt to differentiate between 
constitutional inferiority and constitutional 
psychopathic state. The writer can see no 
marked fundamental difference between the va- 
rious types of psychopathic states enumerated 
above and in this paper the term psychopathic 
inferiority will be used throughout. 

It is an interesting fact that the disease psy- 
chopathic inferiority is a stranger to the great 
majority of the medical profession; not only the 
name but the disease, as a Clinical entity is sel- 
dom recognized by others than neurologists and 
psychiatrists, and its existence is often ques- 
tioned. 

Psychopathic inferiority not infrequently re- 
sembles the major psychoses in their incipiency, 
and it may at times be confused with certain 
degrees of mental enfeeblement and the psycho- 
neuroses. The grandiose, egotistic type may be 
mistaken for a manic depressive type of psy- 
chosis, the paranoid or schezoid type of psycho- 
pathic inferiority for dementia precox, the emo- 
tionally unstable for the psychoneurotic, and 
those of low grade intelligence for feeble-minded- 
ness. 

Some individuals of this group show evidence 
of a psychopathic trend from early childhood. 
Others whose psychic picture is identical show 
no demonstrable evidence until adolescence or 
early adult life, at which time they become mal- 
adjusted to the social structure. It is quite true 
that they may have had psychopathic trends 
during the entire developmental period but due 
to a protected environment in which the indi- 
vidual has had no real problems to face their 
adjustment is relatively normal. A certain num- 
ber of these unfortunates show psychopathic 
tendencies early, who in late adolescence or early 


*Read in Section on Neurology and Psychiatry, 
Southern Medical Association, Twentieth Annu 
Meeting, Atlanta, Georgia, November 15-18, 1926. 

**Associate Professor of Nervous and Mental Dis- 
eases, Medical College of Virginia. 
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adult life make a certain sort of compensation 
only to break under the more responsible bur- 
dens later in life. The psychopathic inferior 
has failed mentally to master the conflicts and 
necessary adjustments to reality which the nor- 
mal person has overcome. Due to the imperfec- 
tions of our social structure, there has been 
damage in both instances, but what are emo- 
tional scars in the normal person as a result of 
the struggle are active psychic lesions in the 
psychopathic inferior. 

An ex-soldier of the World War is not com- 
pensated for his disability if he has a diagnosis 
of constitutional psychopathic inferiority, re- 
gardless of his economic or social stability at 
the time of his enlistment. This is for the rea- 
son that his diagnosis presupposes the fact that 
he has always had this mental infirmity. It is 
no more a fact that this is true than that we 
should accept it as being true of all functional 
neuroses and psychoses. 

If the present generation of children can be 
protected from psychic traumata more than the 
previous ones have been the percentage of psy- 
chopathic inferiors will necessarily be smaller. 

In some individuals early psychic traumata 
appear to result in psychoneuroses. In others, 
as a result of such traumata there is a persist- 
ence of infantile modes of reactions causing 
psychopathic inferiority. 

Individuals of this group are to be found in 
every level of society. Psychopathic inferiors 
among the so-called upper class are no more or 
less prone to break under the stress of modern 
life than the others, but due to their economic 
status, and the protection thrown about them 
their conduct disturbances are less evident to 
the world and they are not so often in conflict 
with the law. A relatively high degree of in- 
tellect is usually encountered in these cases, but 
the intellectual levels vary from a mental age of 
five years to that of a superior adult. 

As a rule, the psychopathic inferior makes a 
good impression at the outset. He is usually 
agreeable, good natured and superficially bright. 
He is able to start off with confidence and often 
has phenomenal success in the beginning of any 
task, but soon his interest wanes and his whole 
undertaking fails. Sometimes he gets along 
fairly well if he keeps strictly within his limita- 
tions, but as his judgment and responsibility 
are impaired this is a difficult task. He shows 
little stability; wanders from place to place and 
from job to job; has little concern for the welfare 
of others; thinks that the world owes him a liv- 
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ing; is unreliable, industrially inefficient; pre- 
sents any sort of sexual irregularity and per- 
version; is addicted to the use of drugs and 
alcohol; is anti-social; his inhibitions are weak 
and he is easily led by stronger personalities; he 
cares nothing for the future and the past is 
easily forgotten; he is often fearless; he defi- 
nitely lacks the ability to adapt himself to 
changing conditions and environment, and he 
simply cannot follow the crowd comfortably. 

Many of these cases develop paranoid ideas, 
and resemble dementia precox and by some have 
been designated “schezoids.” The emotionally 
unstable group is not infrequently confused with 
the hysterical psychoneurotic. 

These cases all have inadequate personalities, 
and a small percentage of them are so incapable 
of telling the truth as to be set in a group apart 
and called pathological liars. The psychopathic 
inferiors are almost universally bad citizens and 
a good proportion of our jail, penitentiary and 
almshouse population is made up of them. They 
show conduct disorders varying in degree from 
minor sexual irregularities to the most heinous 
crimes. Huddleson, in a recent survey of five 
hundred beneficiaries of the Veterans’ Bureau 
who had been diagnosed constitutional psycho- 
pathic inferiors, noted that 50 per cent of them 
showed well defined conduct disturbances. It is 
the writer’s opinion that these figures are con- 
servative and fall below the number encountered 
in the average clinical and private neuropsy- 
chiatric practice. 

Accidentally, or for other reasons, many psy- 
chopathic inferiors become fitted into a groove 
which seems to be exactly suited to their best 
talents. On account of this they are able to be 
economically and socially reasonably well ad- 
justed. For instance, a noted baseball player in 
his youth was an inmate of a corrective school 
for incorrigible boys. From what can be learned 
before his entrance into professional baseball 


‘from an associate of his reformatory days, he 


must surely have been a psychopathic inferior. 
He has excelled in his chosen vocation, become 
the idol of baseball fans the country over, be- 
come economically stable, and hence is making 
a fair adjustment to life. The belief that he is a 
psychopathic inferior is strengthened by knowl- 
edge gleaned from the sporting pages of our 
daily papers relating to his frequent brawls with 
other players, suspensions on account of his in- 
ability to bow to authority and frequent contact 
with the police. Were it not that this person is 
adjusted from an economic and vocational stand- 
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point, it is not improbable that he would be an 
inmate of one of our state institutions. 

A large proportion of criminals fall in the class 
of psychopathic inferiors. In our Virginia State 
Penitentiary 20 per cent are so diagnosed. This 
percentage would be greater were it not for the 
fact that those prisoners with low intelligence 
quotients are classed as feeble-minded unless the 
psychopathic manifestations are marked. The 
percentage of cases of psychopathic inferiority 
among the prisoners in the jails serving short 
sentences for petty crimes is considerably higher. 

The great question always arises as to what 
disposition to make of this type of the mentally 
diseased. The most of them are not legally in- 
sane, and for this reason they cannot be com- 
mitted to our state hospitals. Were it possible 
for us so to commit them, our already overflow- 
ing institutions for the care of the mentally sick 
would have to be doubled or trebled in capacity. 
It is my firm belief that many of these unfor- 
tunates may be and are rehabilitated. They 
need the most expert care and sympathetic guid- 
ance in custody. It is an accepted fact that al- 
most all prisoners classified as psychopathic in- 
feriors, or similarly, make good institutional 
adjustments, and it is often difficult to find any 
positive evidence of this condition from the pa- 
tient’s behavior while in custody. This infor- 
mation and confirmation of the diagnosis has to 
be made from the patient’s past social history. 
It has been our experience in sending patients 
supposedly suffering with this malady to a state 
hospital that they are returned to their homes 
in a few weeks and that the authorities have re- 
ported to the family that the patient’s behavior 
was quite normal and that they had no mental 
disease. 

The idea of large farms with industrial de- 
partments where healthful and therapeutic oc- 
cupation may be had appeals to the writer as 
being the best solution of this difficult problem. 
There has recently been established in Virginia 
such a farm known as the State Farm for De- 
fective Misdemeanants. This institution re- 
ceives the drug addicts, the inebriates, the psy- 
chopathic personalities and recidivists and other 
persons mentally and physically defective, who 
cannot be worked on the road force. Those 
showing conduct disturbances who fall in the 
class under discussion can be transferred from 
the state hospitals for the insane, the State 
Penitentiary, the industrial schools and certain 
types from the feeble-minded colony. At the 
trial of persons who have been convicted of a 
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misdemeanor more than three times, if it is the 
opinion of the judge or police justice that the 
individual is unable to control his behavior and 
live normally, he shall have a board of physi- 
cians determine the mentality of the prisoner, 
and should the physicians decide that he is a 
psychopathic personality, he may be sentenced 
to the State Farm for Defective Misdemeanants. 
Our law has not yet provided for an indeter- 
minate sentence, but it is hoped that this may 
be effected as the work grows. As these persons 
are mentally diseased, they are sentenced solely 
for treatment and with no idea of punishment, 
as most abnormal behavior is an expression of a 
diseased process. While they are in the custody 
of the state, society is being protected from their 
abnormal behavior and they are given a chance 
for rehabilitation. 

At the reception farms, cases should have very 
exhaustive studies and observation by psychi- 
atrists and, if in time, it is their opinion that the 
patient has made a sufficient adjustment to be 
able to live within normal limits on the “outside” 
he should be put on parole and kept under strict 
surveillance by the follow-up organization of 
psychiatric social workers. 

Johnson has said that psychopathic inferiority 
can no more be cured than feeble-mindedness. 
This statement is debatable. Whether any func- 
tional psychosis or psychoneurosis is ever cured 
is questionable, but we do know that these pa- 
tients make satisfactory recoveries which allow 
them to live comfortably and to conform to con- 
ventions. It is my belief that a fair number of 
cases of psychopathic inferiority, with proper 
guidance, are able to make relatively normal 
adjustments. 

Those cases of psychopathic inferiority which 
are recognized in their incipiency, and which 
present only minor deviations from conventional 
standards can often be regulated and guided by 
an understanding physician in an out-patient 
department of the hospital or office. With the 
more definitely maladjusted ones, hospital or 
sanatorium care is necessary if readjustment is 
expected. In my opinion this problem does not 
present the hopeless outlook that some would 
have us believe. 


212 West Franklin Street. 


DISCUSSION (Abstract) 


Dr. W. Walter Young, Atlanta, Ga—Qur whole 
nomenclature in psychiatry is extremely involved, some 
names being based upon etiological factors, some upon 
pathological findings and some upon the so-called re- 
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actions of the patient. We are apt unconsciously to 
think of those disorders in which we have no definite 
etiological basis as actual disease entities, whereas there 
are probably many causative factors in these conditions 
and a more logical attitude toward them is that they 
are reaction types. 

There are individuals who have a congenital, es- 
sential psycho-biological defect which makes them po- 
tentially ill-adapted to meet life’s stresses. If their 
biologic contacts are comparatively simple, they may 
live for an indefinite period, making fair adjustments, 
but go to pieces under a more complex environment. 
These individuals may be classed under the heading of 
constitutional inferiority or psychopathic defectives. 
We may discover some day that there is a deep seated 
physiological aberration here. None of us now knows 
what an emotion is, nor what the biological chemistry 
involved in the reaction is. It is quite probable that a 
good many psychiatric conditions are resultant upon 
physiological maladjustments. 


The individuals under discussion constitute a tre- 
mendous problem in the community because of their 
inability to adapt themselves to the more complex en- 
vironment. Some sort of solution for their handling is 
to my mind most essential. 


These cases often fall into anti-social reactions. The 
question of criminality was brought up this morning, 
and the way in which we should handle criminals is an 
issue which is forcing itse’’ more and more upon the 
community. .The question of responsibility has been the 
great bugbear in our legal procedures. I think the diffi- 
culty here as elsewhere is that we adapt our handling 
of the individual to his behavior (the things he has 
done) and not to his actual condition. Behavior should 
not be the sole criterion upon which he is judged from 
a legal standpoint, but he should be handled according 
to his condition. This means he should be kept under 
surveillance with proper rehabilitation measures until he 
is able to make proper contacts with life. If he is not 
able to make fair adjustment to normal community life, 
he should be kept in an institution such as Dr. Gayle 
mentioned under a more or less simplified environment. 
This is a question which should be seriously considered. 
It is very important not only from the psychiatrists’ but 
from the civilian standpoint and from the standpoint 
of the community in general. 


_ Dr. Samuel Kahn, Atlanta, Ga—Many of the border- 
line psychiatric conditions fall into the classification of 
constitutional inferior and psychopathic personality. The 
latter two terms are almost synonymous at times. We 
get into more conflicts in the courts with these indi- 
viduals than any others. They are perfectly sane under 
some conditions and absolutely insane under other con- 
ditions. I have reference to both medical and legal in- 
sanity. My experience in New York City and state 
courts has been as follows: a constitutional inferior or 
psychopathic individual is sane when his episodes are 
mild, infrequent and of a nature that he seldom comes 
into conflict with the law. He is insane if his episodes 
of excitement are severe, rather frequent and of the 
nature that he is brought in conflict with the law. He 
is then committed to a criminal or civilian state insane 
hospitals, depending upon whether his lunacy trial took 
place before or after conviction for an anti-social act. 
When these people are in an institutional and quiet en- 
vironment, they may be normal, or appear to be normal. 
But place them “on their own hook” where they may 
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meet with obstacles and competition, they break down 
and cannot stand the test. In this competition respect, 
they similate a moron. 


Another important point with reference to the diag- 
nosis of constitutional inferiority is as follows: if the 
patient’s intelligence rating is below nine years, he is in 
all probability feeble-minded rather than a constitu- 
tional inferior. If the psychometric rating is-low and 
he is also rather emotionally unstable, he is best classified 
as an excitable moron or an excitable imbecile. You 
will probably find him to be mentally defective, and he 
will also have an overactive thyroid. Strictly speaking, 
all constitutionally inferior individuals are either morons 
or mentally retarded. They should always fall into the 
higher moron classification. A psychopathic personality 
may have a good or scattered intelligence quotient. If 
a person has a good intelligence rating, it is dangerous 
to diagnose him as a constitutionally inferior person. 
This is a borderline mental state, and when it comes 
up in court there are differences of opinion, and physi- 
cians, particularly psychiatrists, suffer in reputation. A 
general practitioner cannot see this state of affairs and 
honestly differs with the psychiatrist by pronouncing 
the person sane. The psychiatrist, because of his spe- 
cialization and more concentrated experience with these 
conditions, knows better. 

Constitutional inferiority is difficult to diagnose unless 
you watch the patient in normal and abnormal environ- 
ments. If you observe him while in an institutional 
and quiet environment, you will diagnose his condition 
as normal unless his intelligence quotient convinces you 
otherwise. 

It was brought out that most of these people get into 
trouble. This is true, because their intelligence is below 
par, and they are bound to have episodes of excitement. 
If they have a questionable intelligence, you can also 
presume that they have a deficient moral sense, and also 
fall into a sub-threshhold, in the ethical discriminations 
between right and wrong. 

As to the prognosis, if they have a variation in the 
carbohydrate tolerance curves from time to time and 
also variations in the basal metabolism, the prognosis is 
fair, providing you can institute the proper institutional 
therapy. But when you find that the above two labora- 
tory tests remain stationary from time to time and are 
also beyond the normal limits, the prognosis for recovery 
is hopeless. When these individuals have absent pharyn- 
geal and corneal reflexes, they are very prone to sugges- 
tion. Then their prognosis depends upon the kind and 
quality of suggestions. Such an individual is certainly 
far better off in the proper institution where suggestions 
can be controlled best. They may recover. If the hos- 
pitalization is for a short period only and recovery may 


+ suggest itself, a relapse soon follows. 


Dr. Gayle (closing) —I do not agree with Dr. Kahn 
that these people are all morons. Many of them have 
the intellectual level of morons, but there are other 
psychopathic symptoms which the morons have not, To 
my mind there is a distinct difference between the 
psychopathic inferior and the moron, even though the 
former is often low grade mentally. 

There are various types of psychopathic inferiority 
and no attempt is made in this paper to classify them. 
Practically all of them have volitional and emotional 
instability, and many in addition have mental deficiency. 
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PERFORATED GASTRIC AND DUODENAL 
ULCER 


By Atrrep P. Jones, M.D., 
Roanoke, Va. 


Peptic ulcer, by its name, indicates a de- 
structive process with loss of tissue and invasion 
of the wall of the affected viscus. That this in- 
vasion should in some cases be so rapid or so 
persistent as to overcome the opposing forces of 
tissue repair is only to be expected, and the in- 
evitable result is, therefore, perforation. As to 
the most suitable and efficacious method of 
treatment in the non-perforating type of peptic 
ulcer, and as to the relative merits of medical 
and surgical management of a given case, there 
is room for a wide divergence of opinion. But 
the minute that an ulcer perforates there is com- 
plete unanimity of opinion that an acute emer- 
gency has arisen which demands prompt surgical 
intervention. The patient’s chances for recovery 
grow slimmer and slimmer with each hour that 
elapses between perforation and operation. 


The first problem is one of diagnosis. In the 
typical case, the patient will give a history of 
chronic indigestion over a varying period of 
time. Shortly before calling his physician he 
had a sharp, stabbing pain in the region of the 
epigastrium, followed by nausea, vomiting and 
persistent though rather less severe abdominal 
pain. On examination a board-like rigidity of 
the abdominal muscles is found with tenderness 
probably more marked in the upper right quad- 
rant. The temperature is slightly elevated, and 
the leucocytes range from 15,000 to 25,000, with 
a high percentage of polymorphonuclears. 

According to surgical statistics, the disease is 
much more common in men than in women, and 
in the cases here reported that was true. In 
Osler’s “Textbook of Medicine” the statement is 
made that women are more frequently attacked 
than men. Again, the condition is more apt to 
occur in men between the ages of twenty-five 
and forty, though, of course, no age is exempt. 

Various factors may render the picture far from 
typical, and more than one of my own patients 
is wearing the scar of a McBurney incision as 
well as that of a right rectus as mute evidence 
of an original diagnosis of appendicitis. The 
perforation may be very small and the leak con- 
sequently slow; the ulcer may perforate into the 
lesser peritoneal cavity, or the opening may be 
partially plugged by omentum, and any of these 
would change the picture. Usually, however, 
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there is no great difficulty in deciding that an 
abdominal emergency exists, and that after all 
is the important thing. 

When the patient reaches the operating table, 
the surgeon is confronted by two responsibilities: 
first, to locate and stop the leak; second, to in- 
sure adequate drainage of the stomach. The 
point of perforation can usually be located by 
the escaping stomach or duodenal contents or 
by bubbles of gas, and can be closed by infold- 
ing the stomach or bowel wall on itself by a 
series of interrupted stitches. This, of course, 
is much simpler when the perforation is on the 
anterior wall of the stomach, or duodenum, which 
fortunately is the more usual position. In this 
series of twenty-one ulcers of the stomach, nine- 
teen were found on the anterior and two on the 
posterior wall, and of six duodenal ulcers five 
were on the anterior and one on the posterior 
wall. 

The familiar fact that the great majority of 
gastric and duodenal ulcers are located near, or 
actually within, the pyloric ring accounts for the 
second responsibility of the surgeon. After in- 
folding the point of perforation, careful examina- 
tion of the pylorus, with reference to its patency, 
should be made. If there is any question, a 
gastro-enterostomy should be done. Pyloro- 
plasty is usually ruled out by the edema of the 
tissues about the pylorus. Two patients of this 
series in whom the ulcer had simply been in- 
folded had persistent symptoms of gastric reten- 
tion and were relieved only when they returned 
to the hospital for gastro-enterostomy. 

No hard and fast rule can be laid down as to 
a type of operation for all cases, but each case 
must be considered separately. 

A study of the mortality rate in the twenty- 
seven cases herewith reported shows that there 
were eleven deaths, or 40.7 per cent, accounted 
for as follows: 

Two died in a few hours after admission without 
operation. 

Four admitted in a semi-comatose condition, died a 
few hours after operation. 

Three were above 66 years of age and showed very 
poor resistance as evidenced by low total white count in 
the presence of a general peritonitis. 

One developed intestinal obstruction two months 
later and died. 

One with perforation into the lesser peritoneal cavity, 
had later a perforation of the diaphragm with a result- 
ing right-sided empyema and died 47 days after oper- 
ation. 

The remaining sixteen cases are alive and free from 
symptoms. 
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EDITORIAL DEPARTMENT 


SOUTHERN MEDICAL ASSOCIATION 
Twenty-First Annual Meeting 
Memphis, Tennessee, November 14-17, 1927 


THE MEMPHIS MEETING 


Members of the Southern Medical Associa- 
tion may felicitate each other upon a meeting in 
another charming Southern city. The pleasure 
of the last gathering at Atlanta has scarcely 
been forgotten; the Dallas meeting is in the 
very recent past; the New Orleans meeting is 
still an agreeable and vivid memory. 


In less than six weeks’ time each Southern 
physician will have the opportunity of measur- 
ing himself against the standard brought to the 
Memphis meeting by the best physicians of the 
Southern section of the United States. The 
best practitioner South of the Mason and Dixon 
line, and the worst, as well as the majority who 
are intermediates, may improve themselves in 
the practice of their profession, gain knowledge 
and understanding of disease which perhaps they 
never dreamed they lacked, and give from a 
storehouse of experience to fellow-workers of 
different experience, by attending the meeting. 
Solomon, who said there was nothing new under 
the sun, has long since been disproved. In medi- 
cine, nearly everything that is standard is new. 

To quote from a recent popular book upon 
progress: 


.& Farrell, Hugh: What Price Progress? G. P. Put- 
nam’s ‘Sons, New York, 1926. 
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“I do not mean that new and better ways of doing 
everything are known. . . . The revolutions that are to 
come outnumber those that are here a hundred-fold. 
The march has just begun. The thing that has hap- 
pened in the world is that a method for discovering 
new methods has been evolved... . 


. “Only the men who know what happened yester- 
day know the present state of progress.” 

The same author defines knowledge as know- 
ing the how of a thing. Science, he says, knows 
the how and the why, and he defines science as 
certified knowledge. 


At the Memphis meeting, certified knowledge 
will be dispensed in doses of the desired weight 
upon the desired subject. There is space there 
for all who come. Every section will be housed 
under one roof so that all will be easily accessible 
to members who desire to go from one to the 
other. 


SEDIMENTATION OF RED BLOOD CELLS 


A blood test of some clinical value which has 
not found its way into many of the textbooks 
concerns itself with the speed of settling of red 
blood cells in their serum. From one to two 
cubic centimeters of blood are required for the 
test. This is dropped into a tall, fine, graduated 
tube, mixed well with sodium citrate solution or 
some anticoagulant to prevent clotting, and left 
standing upright and still. The red blood cells 
are allowed to settle either for a given length of 
time or to a definite graduation on the standard 
tube. 


The results are read by some workers, as the 
number of minutes before the cells have settled 
to, say, the eighteen millimeter mark. Others 
read the point to which the red cells have set- 
tled after sixty minutes. The temperature dur- 
ing the test affects the speed of sedimentation; 
and different temperatures have been used by 
different observers. The test is old, but has been 
increasing in popularity in very recent years. § 

1. Rubin, E. H.: Clinical Value of the Erthyrocyte 


Sedimentation Reaction in Surgery. Surg. Gyn. 
and Obst., 42:652, May 1926. 

2. Greisheimer, E. M.: Blood Sedimentation Test in 
Normal Men and Women. Amer. Jour. Med. Sci., 
174:338, Sept. 1927. 

3. Benischek, W. L.; and Douglas, M. D.: Value of 
the Blood Sedimentation Test in Gynecology. 
Amer. Jour. Obst. and Gyn., 14:220, Aug. 1927. 
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The sedimentation rate is subject to variation 
in normal subjects. It is generally faster in 
women than in men. It is accelerated during 
pregnancy. The effect of menstruation is in 
dispute. It is usually accelerated in infectious 
processes, in tissue growths, such as malignant 
neoplasms, and is said to indicate the severity 
of tissue destruction or of inflammation. In a 
case of purulent salpingitis without fever or 
leucocytosis an increase of the speed of sedi- 
mentation may be the only indication of the 
condition.” Rubin’ considers the test in surgery 
a more reliable indication of the condition of the 
patient than the temperature chart. Benischek 
and Douglas* hold it not of demonstrated prog- 
nostic value since it does not indicate the pa- 
tient’s resistance to infection as does the leu- 
cocyte count. 

It is apparently a laboratory test of some value. 
It is a little more troublesome to secure than a 
temperature chart, or leucocyte counts, since 
more blood is required. The technic is not suffi- 
ciently standardized or uniform to make statistics 
of all workers comparable, and the conditions 
under which the rate varies are still in some dis- 
pute. Like the less used blood chemical de- 
terminations, the erythrocyte sedimentation rate 
is of value in an extensive study of the patient. 
Where time and laboratory facilities are limited, 
as they usually are, it may still be omitted from 
the list of procedures in routine clinical diag- 
nosis. 


STATUS OF THE NURSE 


The trained nurse has frequently been the 
subject of discussion at medical meetings and 
physicians of prominence “‘have lamented the at- 
titude that she takes in relation to hours of work 
and fees charged.” It is, therefore, with satis- 
faction that one reads the excellent summary of 
the status of the nurse by Dr. George E. Vincent 
under the title, “The Nurse, the Home, the Hos- 
pital, and the Health Service.” Both sides of 


: Vincent, George E.: President’s Review, the Year 
in Brief, Annual Report, 1925. The Rockefeller 
Foundation, pp. 43-47. New York, 1927. 
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the question are presented. Physicians complain 
that it is difficult to lure the nurse into private 
homes; and the “families find fault because of 
her salary, her hours and unwillingness to lend a 
hand in domestic tasks. . . . Few people of 
modest means can afford to have her at all.” 


Hospitals have their grievances. After having 
been given sound training, she deserts them to 
do public health nursing. “The plaintiffs tend 
to picture the nurse as something of a profiteer 
who has lost the Florence Nightingale spirit of 
sacrifice and service.” 

Now turn to the defendant’s answer to her in- 
dictments. Her education cost her time that 
might have been used for financial betterment. 
While in training, she states, she was not over- 
paid and did a good deal of useful Work and 
drudgery. On completion of her course she feels 
it is her privilege to choose her life’s work, be it 
private duty, institutional or public health. 

“A good many nurses fall into hospital routine 
and remain in spite of the often irksome condi- 
tions of work, residence and discipline. . . . They 
cannot agree that the pay is excessive when their 
hospital duties and responsibilities toward pupil 
nurses are fairly appraised.” 

Those electing private duty must face periods 
of unemployment, and because the majority of 
them are single women, must live in the better 
sections of town, which makes an extra drain 
upon their salaries. Then the nurse doing pri- 
vate duty knows that she probably will have the 
same wage schedule to look forward to at fifty 
that she had when she entered her calling. 
Counting the loss of time through sickness, un- 
employment, necessary expenses of vacations, in- 
surance and savings for old age, she states that 
her actual income alone will never lead to afflu- 
ence. 

Public health work attracts nurses, because it 
is steady employment, at a fixed salary, with 
regular hours of duty, and the public health 
nurse can have “independence in personal liv- 
ing.” 

“As to the Florence Nightingale spirit, the 
nurses claim that they are human and are not 
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uninfluenced by standards of living, dress, recre- 
ation, conduct, and personal ideals of their en- 
vironment. .. . If they lack something of the de- 
votion of the religious orders, it seems only fair 
to point out that society has not provided mod- 
ern nurses with what these orders guarantee: 
support for life and old age of peace and se- 
curity.” 

“Young women cannot be conscripted, evan- 
gelized, or hypnotized into a nursing career.” The 
clashing interests have so far accomplished noth- 
ing, and there still remains an increasing short- 
age of nurses. It is a well known fact that the 
universal demand for clinical, laboratory and 
x-ray technicians and their. more regular hours 
of work, pecuniary rewards and opportunities 
for advancement, are diverting many young 
women from nursing as a career. 


The problem is being carefully studied, yet 
the Rockefeller Foundation has “no panacea to 
offer, no program to impose.” Considering that 
the question has nearly always been presented 
from one angle, that of the physician, it is with 
real satisfaction that one reads this fair and im- 
partial analysis by George Vincent, the Presi- 
dent of the Rockefeller Foundation. 


Memphis—Where We Meet 


THE MISSISSIPPI RIVER* 


The Mississippi River has occupied front page 
space in newspapers all over the Country during 
the time that its waters were out of bounds in 
the greatest flood in its history. 


In the midst of the flooded area, yet untouched 
by the flood, safe on her high bluffs, fifty feet 
above the rushing waters, Memphis is again 
proving her claim to the title, “Good Samaritan 
City of the Mississippi,” a name given her nearly 
half a century ago by Mark Twain. In his epic 
of the great Father of Waters, “Life on the 
Mississippi,” Mark Twain records the experi- 
ences and thoughts that came to him as he made 
the trip down stream to New Orleans in the old 
Steamboat days. 


*From the Publicity Division, Mrs. Percy ‘Finlay, 
Director, Memphis Chamber of Commerce. 
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The Mississippi was on the rampage that year, 
even as it is now, and what Mark Twain wrote 
then holds equally true today. Here is what he 
says: 

“Tt was a big river below Memphis, banks brimming 
full everywhere, very frequently more than full.” 

Of Memphis he writes: 


“Tt is a beautiful city, nobly situated on a command- 
ing bluff overlooking the river. A thriving place is the 
Good Samaritan City of the Mississippi. Her cotton 
receipts reached 500,000 bales last year. Out from her 
healthy commercial heart issue five trunk lines of rail- 
way.” 

The five railroads of which Mark Twain 
writes have grown to ten. The-half million cot- 
ton bales have increased to over two million. 
But the “commanding bluff overlooking the 
river” is there just as it was when Mark Twain 
went steamboating down to New Orleans. 


The story of the Mississippi River is inex- 
tricably interwoven in the history of Memphis. 
Throned high on the Chickasaw Bluffs, with the 
great stream flowing seaward at her very feet, 
Memphis, modern metropolis of the Mid-South, 
got her start as a river town, and to the river 
she owes in no small degree her prosperity, her 
progress and her prestige. 


It was in May, 1541, a quarter of a century 
before Shakespeare was born, nearly eighty years 
before the Mayflower landed at Plymouth Rock, 
that Hernando De Soto and his band of Spanish 
adventurers stood in the Village of Chisca, the 
future site of Memphis, and looked out over the 
rolling waters of the great river that barred their 
further progress westward. De Soto was the 
first white man to glimpse the Mississippi River. 
He did not call it by that name; for planting 
the cross of his church side by side with the ban- 
ner of Spain he dubbed the great stream the 
River of the Holy Ghost. 

Later Joliet, French explorer, and Pere Mar- 
quette, French missionary, came down the Mis- 
sissippi as far as the mouth of the Arkansas, 
and changed the name of the main stream to 
“Conception” in accordance with a vow made 
to the Virgin at the outset of their journey. 
They were followed by Bienville. Then LaSalle, 
by some miracle of daring and determination, 
made his hazardous journey in a birch canoe 
from the source of the great Father of Waters 
in the snows of the North to its union with the 
blue waters of the Mexican Gulf. LaSalle fol- 
lowed the example of De Soto, planted the 
cross beside the flag and claimed all the vast 
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region tributary to the Mississippi for his sov- 
ereign, the King of France. 

Later still the Spaniards returned under Gen- 
eral Gayoso; and after that the territory that 
includes Memphis became the property of Eng- 
land by treaty with Spain. The banner of St. 
George in turn gave place to the Stars and 
Stripes of these United States to be briefly re- 
placed by the Stars and Bars of the Confederacy. 
That short-lived flag came down from its staff 
on the river front following the Federal victory 
and occupation of the city after a great naval 
battle of the Civil War on the Mississippi in 
front of Memphis. As part of the spoils of war, 
the captured flag of the Confederacy was taken 
North, but a few years ago it was sent home as 
a gift to the Mayor of Memphis and is one of 
the city’s historic treasures. 

But this story did not set out to be a history 
of the Mississippi River, or of Memphis. It is 
written merely to give a brief and intimate 
glimpse of the vivid romance and grim realism 
of the great river that bisects America. 

Travel on the Mississippi River began with 
the birch-bark canoes of the Indians and the 
early white settlers. The first commerce on the 
river was handled on great wooden flatboats 
that were floated downstream with the tide, and 
either laboriously poled back by hand or aban- 
doned by their owners as not worth the labor and 
trouble incident to salvaging them. 

Then came the days of the steamboats, and it 
was during this period that the romance of the 
Mississippi reached its climax. This was the 
home port of many of the floating palaces that 
plied the swift waters of the great stream. This 
was the center of the commercial and social life 
of the rich and fertile Mississippi Valley. In 
ante-bellum days Memphis was the gathering 
place of the folk whose homes were on the great 
plantations or in the smaller river towns strung 
like beads on both sides of the glistening river 
between St. Louis and New Orleans. 

The first of the great steamboats to navigate 
western waters was the New Orleans, built in 
Pittsburgh in 1811, fifteen years before Mem- 
phis became a city. In 1842 the first line of 
steamboats was established, with Memphis as 
the home port. The last of a long line of steam- 
boats engaged in the river trade at Memphis was 
2 Kate Adams, destroyed by fire last Decem- 

r. 

But the Kate will live, not only in memory but 
on the silver screen, for it was on her decks that 


many of the scenes for the motion picture ver- 
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sion of Uncle Tom’s Cabin were filmed in and 
near Memphis. 

River commerce was practically paralyzed 
during the Civil War and was revived along in 
1866 with the coming of those great palaces of 
the Mississippi famed in song and story. The 
greatest river steamer ever built, the Robert E. 
Lee, was one of these. The Grand Republic was 
another. There were many more. 

The stories of life aboard these floating river 
palaces are legion. While owners were making 
money transporting cotton from the plantation 
to the cities, and carrying back merchandise, 
money was being won and lost in staggering 
sums in the gaily lighted card rooms where the 
members of the gambling fraternity gathered. 
The life of the riverman was filled with excite- 
ment. It was not lived by the rules that ob- 
tained on shore. The passengers aboard the 
floating palaces hit this same swift pace and the 
days and nights were often hectic ones. There 
was always a bar well stocked with choice liquor 
of many varieties, and business at the bar was 
always good. There were always poker games 
with stakes running high, with fortunes won 
and lost, with plantations changing owners over- 
night, with white-faced men gazing into the 
threatening eyes of red ruin between decks, while 
overhead the young folk made love, and below 
the deck the negro roustabouts sang “Swing 
Low, Sweet Chariot” to the throbbing accom- 
paniment of the engines and the swish of the 
river against the keel. 

There were races on the river, too. Races 
where the stakes were high, not only in the 
money wagered, but in the very lives of captain, 
crew and passengers jeopardized as boilers were 
overheated, and ordinary precautions were cast 
aside. Some of the many river tragedies that 


‘mark the history of the steamboating on the 


Mississippi are directly traceable to the risks 
taken in the attempt to win a race. Finally the 
Government took cognizance of the hazards of 
river races and intervened. But before that 
happened there had been some famous races 
run and some great records made. 

The greatest of these was when the Robert E. 
Lee, racing against the Natchez, made the trip 
upstream from New Orleans to St. Louis in three 
days, 18 hours and 31 minutes. 

River transportation on the Mississippi de- 
clined with the growth of the railroads, but 
again revived with the establishment of the 
Federal Barge Line. Today there is little travel 
on the Mississippi, but commerce and freight 
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transportation are at their peak. A report made 
last June by the Secretary of War shows an 
annual tonnage of 50,000,000, or more than dou- 
ble the greatest volume of the old steamboat 
days. 

Everybody is speed mad today and the more 
leisurely mode of travel on the old river palaces 
cannot face the keen competition of the Twen- 
tieth Century fast express, the automobile and 
the airplane. But freight does not always have 
to move swiftly, and so the river commerce has 
grown with each year since the opening of the 
Panama Canal and the development of Amer- 
ica’s great system of inland waterways. 


Book Reviews 


Cavernous Sinus Thrombophlebitis and Allied Septic 
and Traumatic Lesions of the Basal Venous Sinuses. 
A Clinical Study of Blood Stream Infection. By 
Wells P. Eagleton, M.D., Newark, N. J., Medical Di- 
rector, Newark Eye and Ear Infirmary, Newark, N. 
J.; Chief of the Division of Head Surgery, Newark 
City Hospital; Consulting Craniologist, St. Barnabas’ 
Hospital, St. Michael’s Hospital, Memorial Hospital, 
Beth Israel Hospital, of Newark, N. J.; Muhlenberg 
Hospital, Plainfield, N. J.; Mountainside Hospital, 
Montclair, N. J. 196 pages. New York: The Mac- 
millan Co. 

This is a valuable contribution to the sum of our 
knowledge of these very grave conditions. It is pri- 
marily a study of twenty-five personally observed 
cases, with twenty-one deaths and four recoveries and 
twelve autopsy reports. 

The cases are reviewed at length and special emphasis 
is placed upon diagnostic or operative errors rather 
erg upon brilliant achievement. It is a well known 
act that the early symptoms of septic infections inside 
the skull are entirely out of proportion to the gravity 
of these conditions, making early diagnosis extremely 
difficult. 

The author believes that the chief object of studies in 
these cases is early diagnosis, since surgical intervention 
is the only hopeful procedure, and this hope can be 
realized only if an early and accurate diagnosis is made. 

He also gives a short historical sketch dating from 
Abercrombie’s “Diseases of the Brain,” published in 1818, 
which serves to prove that the efforts in the treatment 
of these very grave diseases have not met with a very 
high order of success. 


The Ophthalmic Year Book. Volume XXII. 315 pages, 
illustrated. Chicago: Ophthalmic Publishing Co. 
The Ophthalmic Year Book, which presents an an- 

nual review of the literature of ophthalmology, includ- 

ing digests, constitutes the most valuable reference book 
published in this Country or abroad. No library is 
complete without it. 

In the American Journal of Ophthalmology for July 
on page 544, there is a report from the Joint Committee 
of Ophthalmologists concernirfg the year book which ev- 
ery ophthalmologist should read. 
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Diseases of the Newborn. By James Burnet, M.A., 
M.D., F.R.C.P. (Edin.), Lecturer on Diseases of Chil- 
dren, School of Medicine of the Royal Colleges, Edin- 
burgh; Physician for Diseases of Infancy and Child- 
hood to the Marshall Street Dispensary, Edinburgh. 
275 pages. New York: Oxford University Press. 
Cloth, $1.85. 
This is a pioneer work on diseases of the newborn 

by a British author. 


The material is well handled and is complete. Practi- 
cally every disorder of the newborn is covered in a 
manner that enables the reader to obtain quick informa- 
tion without having to wade through a maze of specula- 
tion. The reviewer commends this little volume to the 
obstetricians as well as to those especially interested in 
the newborn, the pediatricians. 


Ker’s Manual of Fevers. Revised by Claude Rundle, 
O.B.E., M.D. (Lond.), M.R.C.S. (Eng.), L.R.C.P. 
(Lond.), D.P.H., Medical Superintendent, City Hos- 
pitals and Sanatorium, Fazakerly, Liverpool, and Lec- 
turer on Infectious Diseases to the University of 
Liverpool. Third edition. 346 pages, illustrated. Ox- 
ford University Press. Cloth, $3.75. 
The directions of this manual are clear and will serve 

as a working basis for the treatment of febrile condi- 

tions. 
It seems a decided omission to have no mention of 
malaria, considering the importance of this disease. 


The present edition is in keeping with modern ideas. 


The Treatment of Acute Infectious Diseases. By Frank 
Sherman Meara, M.D., Ph.D., Professor of Clinical 
Medicine and formerly Professor of Therapeutics in 
the Cornell University Medical College in New York 
City; Consulting Physician to Bellevue Hospital, New 
York; to the Mountainside Hospital, Montclair, N. 
J.; to the Morristown Memorial Hospital, Morris- 
town, N. J.; to Overlook Hospital, Summit, N. J.; to 
Dover General Hospital, Dover, N. J.; Mount Vernon 
Hospital, Mount Vernon, N. Y.; Lawrence Hospital, 
Bronxville, N. Y.; Associate Attending Physician to 
St. Luke’s Hospital, New York City. Second edition, 
revised. 806 pages. New York: The Macmillan Co. 
The author throughout gives his own methods in the 

treatment of acute infectious diseases, but if he differs 

from others, these other views are included. 


The advice and therapy are in accord with modern 
teaching. The directions are full and clear and can be 
followed as a basis on which to institute treatment. 
The book should be in the reference library of all hos- 
pitals, for it will prove of great assistance to the intern 
staff and may be used as a reference by the attending 
staff. 


Compendium of Regional Diagnosis in Affections of the 
Brain and Spinal Cord. By Robert Bing, Professor in 
the University of Basle. Third edition, revised and 
enlarged, with 102 illustrations. St. Louis: C. V. 
Mosby Co. Cloth, $6.00. 
The fact that there have been six editions of this 

book speaks for its acceptance by the medical profes- 

sion. 

The anatomy and physiology of the nervous system 
are reviewed in sufficient details to make the pathology 
understandable. The methods of location of patholog- 
ical process are well presented. As a textbook, it is of 
real assistance. 
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A Textbook of Psychiatry for Students and Practition- 


ers. By D. K. Henderson, M.D. (Edin.), F.R.F.P.S. 
(Glas.), Physician-Superintendent, the Glasgow Royal 
Mental Hospital; Lecturer in Psychological Medicine, 
University of Glasgow; Honorary Consulting Physi- 
cian in Psychiatry, Western Infirmary, Glasgow; for- 
merly Senior Resident Psychiatrist, the Johns Hop- 
kins Hospital, Baltimore, and Assistant Physician, 
Psychiatric Institute of the New York State Hos- 
pitals, and R. D. Gillespie, M.D. (Glas.), D.P.M. 
(Lond.), Physician for Psychological Medicine, Guy’s 
Hospital, London; Lecturer in Psychological Medi- 
cine, Guy’s Hospital, Medical School; Assistant Physi- 
cian, the Cassel Hospital, Penshurst, Kent; Pinsent- 
Darwin Research Student in Mental Pathology, Uni- 
versity of Cambridge; formerly Assistant Resident 
Psychiatrist, the Johns Hopkins Hospital, Baltimore. 
New York: Oxford University Press. Cloth, $5.50. 
The present volume is a clear and well-written pre- 
sentation of a difficult subject. As a textbook, it 
should be welcomed. There is nothing radical in the 
author’s statements, and the book fulfills its mission ad- 


mirably. 


Visual Field Studies. By Ralph I. Lloyd, M.D., F.A.CS., 
Surgeon, New York Ophthalmic Hospital; Ophthal- 
mologist to the Cumberland Carson C. Peck Memorial 
and Prospect Heights Hospitals and the Brooklyn 
Nursery. 216 pages with 124 illustrations. New York, 
50 Pine Street: The Technical Press. Cloth, $6.00 net. 
In this carefully prepared monograph the author has 

gone very thoroughly into a neglected branch of oph- 

thalmology and has contributed a valuable textbook. 

The material presented was originally prepared for a 

series of post-graduate lectures. 

Considerable time is devoted to retinal physiology, 
“the very foundation of all of our functional tests,” be- 
cause it is not generally studied as it should be. 

Suggestions as to when field studies should be made 
have been incorporated to aid in developing a compre- 
hensive but time-saving office routine. 

Instead of the usual chapter devoted to the anatomy 
of the visual apparatus and posterior connections, Dr. 
Evans’ metal cast, showing these parts in their usual 
positions in the skull with all other parts removed, has 
been introduced as a more practical lesson. 

The effects of the various diseases upon the blind 
spots, central and para-central fields and the field out- 
lines are considered in groups which are clinically allied 
to permit comparison and contrast. 


Applied Refraction. By Homer Erastus Smith, M.D., 
Assistant Surgeon, Manhattan Eye, Ear and Throat 
Hospital, New York City; Fellow of the American 
College of Surgeons; Fellow of the American Medical 
Association, Etc. 131 pages. New York: William 
Wood & Co. Cloth, $2.75. 

This book is not written for beginners in refraction 
work but assumes on the part of the reader a highly 
proficient knowledge of many things. The author an- 
nounces that he has little to do with the science of re- 
fraction, but has a very high enthusiasm for refraction 
as an art. 

The busy practitioner of ophthalmology, however, 
has little time for consideration of artistic environment, 
and naturally is more concerned in obtaining satisfac- 
tory, if not perfect, correction of errors of refraction. 
The reviewer agrees with the author that the errors of 
refraction do not admit of absolutely perfect correction, 
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and everyone knows that glasses that are suitable for 
near work often need modification for distance, irre- 
spective of presbyopia. 

This monograph contains a very readable presentation 
of the subject, with much valuable information and a 
practical illustration of how one’s efforts to correct re- 
fractive errors should and should not be made. 


Potassium and Tartrates. A Review of the Literature 
on Their Physiological Effects. By Ralph W. Web. 
ster, Ph.D., M.D., Professor of Medical Jurisprudence 
in University of Chicago (Rush Medical College), 
Chicago, IIll.; Director of Chicago Laboratory, with a 
Digest and Bibliography of the Literature by W. A. 
Brennan, A.B. 161 pages. Chicago: The Common- 
wealth Press. Cloth, $2.50. 

It is of real advantage to have the subject of any 
drug summarized. The book shows a great deal of 
work in compilation and will be welcomed as a refer- 


Southern Medical News 


AMERICAN SOCIETY OF TROPICAL MEDICINE 

The twenty-third annual meeting of the American 
Society of Tropical Medicine will be held in Boston, 
Massachusetts, October 21-22. Dr. George C. Shat- 
tuck, Howard Medical School, Boston, is President of 
the Society, and Dr. Benjamin Schwartz, P. O. Box 
131, Pennsylvania Avenue Station, Washington, D. C., 


is Secretary. 


: ALABAMA 

Dr. Adrian Taylor, formerly of Mobile, and for many 
years Professor of Surgery in the Medical School at 
Peking, China, a Rockefeller Institution, has returned 
to this ccuntry to educate his children, and has lo- 
cated at Birmingham in association with Dr. Earle 
Drennen. 

The Colbert County Hospital, between Sheffield and 
Tuscumbia, is nearing completion. The capacity of the 
hospital is sixty beds and it will contain two major 
operating rooms, x-ray, laboratory, etc., and is fire- 
proof throughout. When completed it will cost $170,- 
000. Donations were made for the erection of this 
hospital by civic clubs of Sheffield and Tuscumbia, the 
Parent-Teacher Association, and other organizations 


and individuals. 
Deaths 


Dr. William Barton Crum, Fort Deposit, aged 62, 
died June 28, at Montgomery, of angina pectoris. 

Dr. Joseph Leon Gunter, Albany, aged 55, died July 
5, of cerebral hemorrhage. 

Dr. John F. Randolph, Fayette, aged 50, was found 


dead May 8.: 


ARKANSAS 

The Staff of the Baptist State Hospital, Little Rock, 
has elected the following as heads of departments: Dr. 
Wm. R. Bathurst, dermatology; Dr. R. F. Darnall, 
neurology; Dr. E. H. Wilkes, obstetrics; Dr. E. M. 
Hudson, eye, ear, nose and throat; Dr. I. J. Spitzberg, 
pediatrics; Dr. G. M. Holmes, surgery; Dr. S. C. Ful- 
mer, medicine. Dr. M. E. McCaskill is Vice Chief. 

The Honorary Board in charge of the State Hos- 
pital for Nervous Diseases, Little Rock, elected Dr. 
Robert Caldwell, Chairman, and Dr. Robert P. Harris, 


Secretary. 
Deaths 
Dr. Robert Connell Meadors, Marvell, aged 40, died 
in May at the U. S. Veterans’ Hospital No. 88, Mem- 
phis, of tuberculosis. 


DISTRICT OF COLUMBIA 
Washington has been selected by the American 
Pharmaceutical Association as the location for its new 
headquarters building. The fund of $500,000 is not 


only for the purpose of erecting a building but for an 
endowment to provide for the activities of the associa- 
tion, to afford facilities for representatives of national 
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(Continued from page 818) 
drug trade associations. Among other things there 
will be provision in the building for research labora- 
tories, museum, library and offices. 

The Board of Education of the U. S. Department of 

the Interior announced that the campaign to raise 
$1,000,000 for the Medical School of Howard Univer- 
F186, une. was successful. Negroes contributed 

Lieut. Col. Charles F. Craig, Director of Labora- 
tories, Army Medical School, was elected President of 
the Washington Branch of "the American Society of 
Bacteriologists. 

The Washington Sanatorium and Hospital, Takoma 
Park, has appointed to its staff Dr. Almon J. Balkins, 
Orlando, Florida; Dr. Henry H. Hall, St. Paul, Min- 
neapolis, and Dr. Julian M. Howe, Washington. 


Deaths 


Dr. Frederick Frank Repetti, Washington, aged 68, 
died June 6, near Laurel, Maryland, of angina pectoris. 


FLORIDA 


The physicians of Putnam County organized the 
Putnam County Medical Society and elected Dr. John 
T. Hosey, President, and Dr. Edmund W. Warren, 
Secretary. 

The Florida East Coast Medical Association, com- 
prising members of county societies from Daytona to 
Key West, was recently organized. Dr. William E. 
Van Landingham, West Palm Beach, was elected 
President; Drs. Henry C. Babcock, Miami, and Dr. 
Leigh F. Robinson, Fort Lauderdale, Vice-Presidents; 
Dr. Roy J. Holmes, Miami, Secretary-Treasurer. The 
ny meeting will be at West Palm Beach in Novem- 
er. 

The new Medical Arts Building at St. Petersburg is 
nearing completion. 

The DeSoto County Commissioners have purchased 
forty acres of land near Arcadia as a site for a County 
Hospital. It is thought the County will expend ap- 
proximately $300,000 for the erection and equipping 
of the hospital. 

The hospital built by the City of Bartow has been 
completed and will be ready for patients soon. 

Dr. Brush, Ft. Lauderdale, has purchased the 
Lauderdale Memorial Hospital. The new members of 
the staff are Dr. C. J. Wiig, President; Dr. H. J. 
Peavy, Secretary. Drs. L. F. Robinson, L. H. Max- 
well and H. A. Walker, of Hollywood, will serve as an 
Executive Committee, together with the President of 
the Staff and Dr. S. P. Brush, Superintendent of the 
Hospital. The following physicians will have charge 
of . various departments: Drs. Robinson, Walker, 
oro . M. Klussman and .. Lingeman, surgery; Drs. 

H. Maxwell, F. S. Skiff, J. Peavy, . E. Roper, 
i M. Hartley, W. T. Van pRB J. A. Johnston, 
B. F. Butler, Ba: Lowry, J. A. Stamford, medicine 
and obstetrics; Mrs. D. E. Carter, Dr. H. A. Kluss- 
man, urology; Drs. R. H. Stovall, Elbert McLowry, 
pediatrics; Drs. R. E. Repass and O. C. Brown, eye, 
ear, nose and throat; Dr. E. M. Hendrick, x-ray. 

De. .3.° G. DuPuis, Lemon City, one ‘of the oldest 
gee physicians in Dade County in point of serv- 

ce, and owner and operator of the White Belt Dairy, 
Miami, recently entertained more than one hundred 
members of the Dade County Medical Society in the 
hall of the main building of the dairy-farm plant. A 
motion picture showing the prize cattle at the farm, 
and the highly modern manner in which the milk is 
produced, kept clean and pure, and delivered, was 
thrown on the screen. 

Dr. J. H. Bickerstaff of Pensacola is in Vienna, 
Austria, for post-graduate work. He expects to re- 
turn the latter part of October. 

Dr. E. P. Herman, West Palm Beach, has been ap- 
pointed to the Board of Medical Examiners. 

Dr. T. H. Johnston, Field Medical Officers, State 
Board of Health, with headquarters at Marianna, ten- 
dered his resignation effective July 11th. He has ac- 
cepted a position as Health Officer for Coffee County, 
Georgia. 

Dr. W. C. McConnell, St. Petersburg, was appointed 
Medical Examiner for the Aeronautics Branch of the 
Department of Commerce, and Health Officer for the 
town of Pinellas Park. 

Dr. Raymond Sanderson, Jacksonville, has been au- 
thorized to make examinations of pilots and candi- 
dates for Pe aviation corps. 

or. =. Adams, Jacksonville, was elected President 
of the ventaniiaed United States Board of Medical 
Examiners. Dr. Charles B. Mabry was made Treas- 


urer and Dr. Albert Wilkinson, Secretary. 
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Dr. and Mrs. S. A. Morris left Jacksonville early in 
June for a trip around the world. They will return 
to in January. 

Dr. Wm. Smith Hughlett and Miss Violet Packard, 
both of Cocoa, were married recently. 


Deaths 

Dr. Joseph Packard Laird, Miami, aged 50, died 
July 7 of heart disease. 

Dr. J. Orley Stranahan, Fort Lauderdale, aged 55, 
died July 9 at Richmond, Virginia, following an 
operation. 

Dr. Charles Morgan Woolley, Sopchoppy, aged 55, 
died suddenly May 30. 


GEORGIA 


Twelfth District Medical Society has elected Dr. J. 
E. New, Dexter, President; Dr. J. . Edmondson, 
Dublin, First Vice- President; Dr. J. -s Wall, East- 
man, Second Vice-President; Dr. O. . Cheek, Dublin, 
Secretary-Treasurer. 

fhe new Central of Georgia Railway Hospital 
opened during the my 3 with Dr. Craig Barrow, 
Chief Surgeon; Dr. John K. Train, District Surgeon; 
Drs. C. F. Holton and M. J. Egan, Company Surgeons; 
Dr. T. J. Charlton, Company Physician; Dr. Lee 
Howard, Pathologist; Dr. Robert Drane, Roentgeno- 
logist; Dr. John §. Hawkins, Neurologist; Miss Helen 
Moir, Superintendent of Nurses. 

Dr. Reddin Britt, formerly an interne at the Atlantic 
Coast Line Hospital, Waycross, is now at the Duval 
County Hospital, Jacksonville, Florida. 

Dr. H. H. Blanchard, formerly of Waycross, was 
elected to the staff ‘of the University Hospital, 
Augusta. 

Dr. N. Overby, Sandersville, was elected a member 
of the American College of Surgeons and toe degree 
will be conferred on him at the Clinical meeting to be 
held at Detroit, Michigan, October 3. 

Dr. Rudolph Bell and Dr. B. B. Lane, graduates of 
the University of Georgia Medical Department, Au- 
gusta, have been appointed internes at the Atlantic 
Coast Line Hospital, Waycross. 

Dr. Abner Calhoun ar | returned to Atlanta and will 
pe a Resident of the Emory Division of Grady 

ospita 

Dr. W. F. Wells, Atlanta, was appointed a member 
of the County Board of Health for another term of 


M. A. Fort, Bainbridge, will serve as Health 
Officer for both Decatur and Grady Counties until 
January. 

Dr. Lyn Fort, Atlanta, has accepted a position as 
Assistant Resident at the Eastman Houpttal, Roches- 
ter, New York. 

Dr. Frank Bird was elected Chairman of the Board 
of Health of Valdosta to succeed Dr. Archie Griffin. 

Under the- auspices of the county medical societies, 
the University of Georgia Medical Department held 
clinics at Athens, Waycross, Cuthbert, Columbus, 
Rome, Cordele and Arlington. The clinical material 
was furnished by the county medical societies, and the 
expenses paid by the general fund of the Medical De- 

Dr. -G. Jones and Miss Johnnie Viede Thomason, 
both of fam were married recently. They will 
make their home in Dorchestor, Virginia. 

Dr. Thomas Conrad Williams, Americus, and Miss 
Nettie Claire McMath, Rees Park, Americus, were 
married June 29. 

Dr. Charles Howard Daniel, Atlanta, and Miss Beck- 
ham, Concord, were married June 25. 

Deaths 

Dr. James Camack Bloomfield, Athens, aged 63, died 
July 16, of carcinoma of the intestine with metastasis. 

Dr. Thomas Davieg Coleman, Augusta, aged 62, died 
August 2, at a hospftal in Gulfport, Mississippi. 

Dr. William B. Crawford, aged 60, died 
June 10, of paratyphoid f 

Dr. cua Calvin Tiere, Reidville, aged 59, died 


June 2 
Dr. O. Hampton, a former interne at Grady 
Hospital, ‘an died recently at Lake City. Florida. 
Dr. John Wesley Hurt, Atlanta, aged 67, died July 
19, disease. 
Charles J. Jenkins, Edison, aged 59, died July 24. 
Dr. John Z. Lawshe, ‘Atlanta, aged 70, died July 5, 
as cog result of a cerebral hemorrhage 
Dr. C. Lassiter, Dawson, aged 1h, “died July 10. 
Dr. Henry Holcombe Malone, Augusta, aged 64, died 
in July, of cerebral hemorrhage. 


(Continued on page 34) 
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Dr. James Maddox Strickland, Austell, aged 60, died 
July 18, following a long illness. 

ait Thomas C. Thompson, Vidalia, aged 42, died re- 
cently. 


KENTUCKY 


The Kentucky State Medical Association will hold 
its next annual meeting at Owensboro, October 3-6. 

The Christian County Medical Society was enter- 
tained July 19 ed Dr. William M. Elliott, Western 
State Hospital, noon Sue at the hospital. Fifty- 
five persons were present. 

Eastern State Hospital, Lexington, appointed Dr. 
Flora W. Mastin, Frankfort, Assistant Physician, suc- 
ceeding Dr. Minnie C. Dunlap, who resigned on account 
of ill health. 

Dr. Griffin C. Kelly was appointed City Health Of- 
ficer of Louisville; Dr. Heman Humph 2s Assistant 
City Health Officer, and Drs. William C. Poulson and 
Joseph H. Green, City Physicians for the eastern and 
western districts, respectively. 


Deaths 


Dr. John B. Bartram, Ashland, aged 64, died July 16, 
of paralysis agitans. 

Dr. Byron Frame Dunkin, Louisville, aged 30, died 
July 4, of pulmonary tuberculosis. 

Dr. George Thomas Fuller, Mayfield, aged 72, died 
July 23, as the result of a cerebral hemorrhage. 

Dr. Frank B. Hawkins, Shelbyville, aged 57, died 


July 4. 

Dr. Daniel H. Kash, Blue Diamond, aged 45, died 
at Joseph’s Hospital, Lexington, of abscess 
e lung. 


LOUISIANA 


A committee of the Louisiana State Medical Society 
for several years, has been engaged in the work of 
planning a memorial in Louisiana to Dr. Walter Reed, 
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Keeping Faith with the Public 


The layman respects and has confidence in the 
medical profession. He expects the doctor to 
regain for him lost health and to ward off 
death. He wants every modern means used to 
assure these ends. 

The profession depends on diagnosis as an 
initial step, in every case. It is the foundation 
on which all procedure rests. It is only as ac- 
curate as observation is thorough and exact. 
The radiograph, as the profession’s “sixth sense” 
extends and checks, as well, sensory observation, 
thereby making diagnosis more accurate. 

Twentieth century medicine is keeping faith 
with the public and abreast of the times when 
it uses the radiograph. And radiographs on 
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the ommaueene. of yellow fever. They are hoping soon 
to be able to begin work on the memorial. 

Tulane University, with the aid of an annual a 
propriation from the General Education Board of t' e 
Rockefeller Foundation, has been planning to estab- 
lish its Department of Surgery more on a full-time 
basis. The Board of Administrators of the Tulane 
Educational Fund announce the appointment of Dr. 
Edward William Alton Ochsner as Professor of Sur- 
gery and Head of the Department of Surgery, this be- 
ing the first steps in such a plan. 

A mass meeting was held at Jena recently to raise 
funds to establish a health unit for LaSalle and Cald- 
well parishes. A committee was appointed to raise 
$4,000 which, with about $7,000 provided by the State 
Board of Health and the United States Public Health 
Service, would be sufficient. 

r. Platt W. Covington, Salt Lake City, Utah, of the 
International Health Division of the Rockefeller Foun- 
dation, has been placed in charge of health rehabili- 
tation work in Louisiana and Ar ansas. 

Dr. George M. Snellings, Monroe, was appointed a 
member of the State Board of Health from the Fifth 
District to succeed the late Dr. Thomas E. Wright. 


Deaths 


Dr. James Asbury Sewell, Boyce, aged 43, died in 
July ata — in Hot Springs, Arkansas, of acute 
encephalitis. 


MARYLAND , 


The President of the University of Maryland, at the 
commencement, announced an endowment of $4,500 
annually for the support of a professorship in biologic 
testing and drug assaying in the school of Legpatee 
and an endowment of $1,500 annually for the suppor 
a4 a fellowship in pharmacology in the School of Meaie 
cine. 

There was presented to the s Hospite® 
School, Baltimore, a portrait of Dr. William Baer, 
Associate Professor of Clinical Orthopedic Sacemnt 
Johns Hopkins University School of Medicine. Dr. 
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Quoting from 


Academy of Medicine. 


“The Dietary Ualue of Gelatine 


has long been recognized although until now, the 
basic reasons have been somewhat clouded by vary- 
ing theories. Among the recognized protective col- 
loids, none has a higher degree of colloidal potency 
than edible gelatine. It has now been conclusively 
established that the value of edible gelatine in infant 
feeding is due to its colloidal action in emulsifying 
the milk curds, and to the presence (to the extent of 
5.9) of lysine, an amino acid which promotes growth. 
Similarly protective colloids in the form of albumins 
and gelatine are of the highest importance in main- 
taining an emulsion of the fats which are ingested, 
and in that way preventing digestive disorders that 
would result from non-emulsification of the fat 
masses. Edible gelatine is the most important mem- 
ber of the group of colloids, the dietary importance 
of which is becoming more and more appreciated by 
all pediatricians and food authorities. Aside from 
this it is of itself the most easily digested of all 
proteins. Working on this basis it has been demon- 
strated that one of the most valuable uses to which 
gelatine can be put is in combination with the milk 
formulas ‘in the feeding of infants. It is of value to 


SPARKLING 


From raw material to finished prod- 
uct Know Sparkling Gelatine is con- 
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the new book 


“SIMPLIFIED INFANT FEEDING” 


(THIRD EDITION) 


By ROGER H. DENNETT, B.S., M.D. 
Professor of Diseases of Children and Director of the Department in the New 
York Post-Graduate Medical School; Attending Physician in the Babies’ Wards 
of the New York Post-Graduate Hospital; Consulting Pediatrician to the Vic- 
tory Memorial Hospital, Brooklyn, The Passaic General Hospital, The New 
York Episcopal Orphans’ Home and Asylum, etc., Fellow of The New York 


the infant in at least two ways. In the first place, 
-because of its powerful colloidal action, gelatine 
causes the casein to curd in small soft, and easily 
digestible curds and thus prevents the formation of 
the hard, tough curds which so often cause digestive 
disturbances and are of more or less common occur- 
rence in infants’ stools. Although gelatine may not 
in exceptional cases absolutely prevent the formation 
of curds, these indigestible masses will surely be re- 
duced in size and softened in substance for easy diges- 
tion by the addition of a small amount of dissolved 
gelatine in the milk formula: Gelatine is of partic- 
ular value in the diet of the growing child, because 
of its relatively high content of lysine, one of the 
amino acids necessary for growth. 


“For infants three weeks to six months old add 
one-half. teaspoonful of gelatine to the day’s 
milk formula. For babies six months old and up 
add one teaspoonful of gelatine to the day’s milk 
formula. First soak the gelatine for about ten 
minutes in one ounce of cold milk taken from 
the day’s formula. Then add one ounce of hot 
milk from the day’s formula. Stir until dissolved 
and add this solution to the full quantity of the 
day’s formula, stirring until thoroughly mixed.” 
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logical control, and ie never touched nd other phases of gelatine’s value 
by hand while in process of manu- to medicine. 
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Tillyer lenses duplicate in glass the accuracy of your 
prescription on paper, because each individual Tillyer 
lens is ground with special tools for its power, having 
its own base, its own curve, its own shape—to supply 
complete accuracy in its power. A Tillyer lens is 
polished to the perfect finish of fine astronomical lenses. 

Thus, when writing lens prescriptions, you can secure 
absolute accuracy and full clarity in the resulting glass, 
by writing “Tillyer lenses” quite as boldly as you do the 
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Baer has been on the staff since the School was 


founded in 1903. 
Dr. Frank W. Keating, Superintendent, Rosewood 


State Training School, was elected President of the 
University of Maryland Alumni Association, and Dr, 
Charles H. Bubert, Secretary. 

The honorary degree of Doctor of Science was con- 
ferred on Dr. John J. Abell, Professor of Pharma- 
cology, Johns Hopkins University School of Medicine 
by Yale University. 

The honorary degree of Doctor of Science was con- 
ferred on Dr. Dean Lewis, Professor of Surgery, Johns 
Hopkins University School of Medicine, Baltimore, by 
the University of Winconsin. 

Knight Dunlap, Ph.D., Professor of Experimental 
Psychology, Johns Hopkins University, Baltimore, who 
was appointed Chairman of the Division of Anthro- 
pology and Psychology of the National Research 
Council, was granted a year’s leave of absence by the 
oe and will take up his work in Washington, 


Deaths 


Dr. Camillus P. Carrico, Elkton, aged 60, died July 
8, of heart disease. 

Dr. Henry Mills Hurd, Baltimore, aged 84, died July 
19, at his summer home in Ventnor, New Jersey, of 
pneumonia. 

Dr. Lewis Allen Griffith, Upper Marlboro, aged 72, 
died July 7. 


MISSISSIPPI 


The Children’s Summer Health Camp, Sanatorium, 
is being sponsored by Mrs. Robert Phifer, of Jackson, 
Executive Secretary of the Mississippi Tuberculosis 
Association. This Camp is maintained either through 
the amount derived through the sale of Christmas 
seals or through private donations. 

It has been rumored that a Sanatorium-Hotel will 
be erected at Stafford Springs. 

The following appointments were made recently in 


(Continued on page 40) 


SAVE MONEY ON 


YOUR X-RAY SUPPLIES 


Get Our Price List and Discounts 
Before You Purchase 
WE MAY SAVE YOU FROM 10% TO 25% ON X-RAY 
LABORATORY COSTS 
Among the Many Articles Sold Are 
X-RAY FILM, Eastman, Buck X-Ograph or Agfa Duplitised 
and Dental Film. Heavy discoun standard package 


wy it on 
lots. Eastman, Buck X-Ograph and Just-Rite Dental Film, 
fast or slow emulsions. 


BRADY’S POTTER BUCKY 
DIAPHRAGM insures finest 
radiographs on heavy parts, such ap kidney, spine, gall- 


bladder or heads. 


Curved Top Style—up to 17x17 size cassettes..............$250.00 
Flat Top Style—holds up to llxl4 cassettes............. 175.00 
aller cassettes... 


Flat Top Style—for 14x17 or sm 260.00 

DEVELOPING TANKS, 4, 5 or 6 compartment stone, will 
end your darkroom troubles. Ship from Chicago, Brooklyn, 
Boston or Virginia. Many sizes of enameled stee! tanks. 
INTENSIFYING SCREENS—Buck X-Ograph or Patterson 
Screens for fast exposures, alone, or mounted in cassettes. 
Liberal discounts. several makes. 


780 So. Western Ave. 
CHICAGO 


|_| 

NES, ALD. 

A. SHALER JONE 

| 

you have a machine GEO. W. BRADY & 
: have us put your name 
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THE KROMAYERV LAMP 


Showing the, manner of treating Tonsillitis with the Kromayer Lamp, 
Suitable Tonsil applicator is being used to concentrate the rays. 


a vw + Ne 


SUGGESTED TECHNIQUE: 
ONSILLECTOMY  Firstcleanse the crypts filled with caseous also as a means for 
may not always pre- fa- promoting reconstruc- 
iation. en, with Kromayer Lamp, : 
sent the most suitable jaminister a second degree erythema, ‘ive metabolism... in 


manner of treating ton- using tonsil applicator. Treatment may Many cases regenerating 
sillar infections and _ be repeated daily. the locality and ob- 
hypertrophied tonsils. It implies the usual viating the necessity of more. drastic 
risks of surgery to which some patients measures. (] The bactericidal quality of 
cannot be subjected. (| Quartz light ther- quartz light accounts for its broad use 
apy has been reported not only as a factor in general infection of the upper respir- 
in causing the shrinkage of tonsils, but atory tract. 


HANOVIA CHEMICAL & MEG. CO. 


Chestnut Street & N.J.R.R. Avenue, Newark, N. J. 
Branch Offices: 30 Church St., New York City 30 N. Michigan Ave., Chicago * 220 Phelan Bldg., San Francisco _ 


HANOVIA CHEMICAL & MFG. CO., Chestnut St. & N. J. R. R. Ave., Newark, N.J. 
Gentlemen : —Without my assuming any obligation, kindly send me authoritative re- 
prints on the application of Quartz Light therapy to Throat and Oral conditions. 


Dr 


STREET. 
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THREE-IN-ONE BayHesive 


Combines three sizes of a better Adhesive 
Plaster (zinc oxide) on one spool for greater 
convenience, speed and economy. 


= All on a single spool 
2” x 10 yds. (also 5-yd. spools) 


Thirty yards of highest quality plaster in 
the most used sizes ready for instant serv- 
ice. Saves time in finding the right size. 
Avoids delay in tearing or cutting to proper 
width. Avoids uneven edges or twisted 
pieces of plaster. Prevents waste from try- 
~ing to make the best sizes. Keeps plaster 
from being spoiled or mussed in handling. 

The new 1% inch width is better than the 
1 inch used hitherto, being just half-way be- 
tween % inch and 2 inches. 

Three constantly needed sizes always 
at hand and in perfect condition to the last 
inch. A great convenience for doctors and 
nurses. Appropriate for the office or bag. 


5 Yard Rolls $1.00; 10 Yard Rolls $1.75 


Surgical Instrument and Hospital 
Supply Department 


DOSTER-NORTHINGTON, 
Incorporated 


Birmingham, Ala. 
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the Gamble-Montgomery Clinic at Greenville: Dr, 
John sacs has charge of the Section on Obstetrics; 
be a Wilson is Chief of the Section on Pediatrics, 
canlide Dr. G, Spivey, resigned. 

The recent Mississipp! flood made it impossible for 
the Kings Daughters’ Hospital, Greenville, to meet its 
financial obligations without_assistance, although up 
to the time of the flood, the Hospital was self sustain- 
ing with an average of seventy-five patients, 10 per 
cent of whom were charity. Funds to the amount of 
$10,000 are being sought to help the Hospital. 

Dr. William W. Reynolds, Meridian, was reappointed 
Health Officer of Lauderdale County. 

Drs. Benjamin L. Newell, Greenville, and W. F. 
Hand, Lumberton, have been appointed Resident 
Physicians at the Mississippi Charity Hospital. 

W. Cooper, Meridian, is acting Treasurer of 
as "State Medical Association since the death of Dr. 
J. M. Buchanan. 

Dr. R. R. Fitzpatrick, Director of the Health De- 
partment of Coahoma County, resigned effective Sep- 
tember 15th, and will spend a year at an interne in an 
Eye, Ear, Nose and Throat Hospital in Memphis, Ten- 


nessee. 
Deaths 


Dr. J. M. Buchanan, Meridian, aged 72, died August 
5, Fagg oo an illness of several weeks. 

Dr. James McConnell Harrison, Hattiesburg, aged 
71, died June 21, of chronic myocarditis. 


MISSOURI 


The third annual meeting and dinner of the Ens- 
worth-Central Medical College Alumni Association will 
be held in St. Joseph during the clinical week in Kan- 
sas City, October 15-21. 

The members of Boone County Medical Society and 
their wives recently gave a testimonial dinner to Dr. 

rank G. Nifong, Columbia, President of the State 
5 R. McComas, Sturgeon, Councilor 
~- § the District, and Dr. Robert Roy Robjnson, Halls- 
ville. 


(Continued on page 42) 


We have been specializing in lactic 
cultures for seventeen years. During 
these years our constant efforts have 
been to attain the utmost in purity 
and efficiency. 


Our Bacillus Acidophilus 
Culture (B. A. CULTURE) and 
B. B. CULTURE have achieved their 
present popularity solely through 
their ability to produce results. 


You will like these Cultures. 


B. B. CULTURE LABORATORY, INC. 


Yonkers, New York 
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A PMA, SMA SMA 
SMA. SMA, SMA 
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COAST TO COAST 


HE ENDORSEMENT OF S.M.A- 


by physicians has been general throughout the country. Jobbers in 
every section of the United States now carry a supply of S. M. A. at 
all times. If you have a patient on S. M. A. i, oF niet y or per- 
manently to another section of the country, write our Distribution Depart- 
ment for information as to where S. M.A. may be obtained. If they are 
going abroad write our Export Department. 
1—It resembles breast milk both physically and chemically. 
2—Simple for the mother to prepare. 
3—No modification is necessary for full term normal infants. 
4—It gives excellent nutritional results in most cases and in addi- 


tion these results are obtained more simply and more quickly. 
5—Prevents Rickets and Spasmophilia. 


THE LABORATORY PRODUCTS COMPANY 
CLEVELAND, OHIO 


P rodacts or the Infants 
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Drs. Frank Hedges and Paul C. Smith, Pattonsburg, 
Distributors for s ospita t is open to all repu 

Dr. Henry Muetze, St. Louis, has gone to Europe to . 
attend the celebration of the 450th anniversary of 
the University of Marburgh, where he received his 


Dr. Levin’s Correct Pattern po peas and took post-graduate courses in 


The Missouri Society for Mental Hygiene, of which 
Dr. M. A. Bliss, St. Louis, is President, has inaugu- 
rated a year-round program for work throughout the 


DUODEN. AL TUBES State and has begun an active campaign of publicity 
on mental hygiene. 

Dr. Katherine B. Richardson, Kansas City, co- 
founder of the Mercy Hospital, has been selected by 
the business and professional women’s clubs of Mis- 
Sizes 12 to 20 French even sizes — a the most outstanding professional woman in 

e te. 

Dr. Thomas Redmond was elected President of the 
staff of St. Joseph’s Hospital, St. Josep 

Dr. James W. Bruton has resigned as ‘Guperiatendent 
gs of State Hospital No. 3 at Nevada. 

Price $2.00 Dr. William Seth Snyder, Jr., Jefferson City, and Dr. 
Grace Bryan Rollins, of Richmond, Virginia, were mar- 
ried June 25. 

Dr. John A. Powers, Warrensburg, and Miss Alice G. 

McIntyre, Windsor, were married June 25. 


I. Le LYONS & COMP ANY, Dr. Charles Holmes St. Louis, aged 83, 


died July 19, at St. John’s Hospital, of carcinoma of 
the neck 


LIMITED Dr. Elmer Allen Leisure, Slater, aged 45, died sud- 
July 2. 


John B. Miller, Tina, aged 74, died June 30, of 


myocarditis. 
Dr. Robert M. Rogers, Mansfield, aged 65, died June 


2, of cancer of the pancreas. 


NEW ORLEANS, LA. Dr. Joseph Elias Thornton, Columbia, aged 61, died 
July 4, at Neosho, of angina pectoris. 
Dr. Joel H. Todd. Maryville, aged 77, died April 6, 
after a protracted illness. 


(Continued on page 44) 


Mulford 
ERYSIPELAS STREPTOCOCCUS 
ANTITOXIN (Concentrated) 


of Specific Therapeutic Value 


ERYSIPELAS is a disease caused by the It is produced in the Mulford Laboratories, 
erysipelas streptococcus and is both toxic as a result of research work done in collab- 
and bacterial in nature. Hence the import- oration with Dr. Harold Amoss, of Johns 
ance of using in treatment a serum that Hopkins Hospital, Baltimore, Maryland 

possesses both antitoxic and antibacterial 
properties. The therapeutic value of each 


The combined concentration of antitoxic and lot is proven by clinical test 
antibacterial substances, as embodied in and passed by Dr. Amoss 
MULFoRD ERYSIPELAS ANTITOXIN, isa new __ before being released for the 
achievement. market. 


DosE—20 cc intravenously, and repeated in-12 to 24 hours, if necessary. 
Literature on Request 78221 


Supplied in 20 ce Syringes 


H. K. MULFORD COMPANY, Philadelphia, U. 8. A. 


LOGICAL LABORATORIES 


[e) 
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NO CHANGE OF/FORMULA 


2 


OHE composition and caloric value of Merrell- 
Soule Powdered Whole Lactic Acid Milk liquefied 
in proportion of 


1 packed level tablespoonful in 2 ounces of water 
and that of fluid whole lactic acid milk are the same 
(excepting a slight decrease in lactose arising from 
conversion into lactic acid). No change of formula 
is indicated when this standard preparation replaces 
your fluid milk formula. 


The same proven facts as given for KLIM apply 
to Merrell-Soule Powdered Whole Lactic Acid Milk. 


The high protein content of lactic acid milk form- 
ulae increases the need for a fine curd. In the fluid 
milk preparation, boiling or vigorous stirring brings 
maximum results, but in Merrell- Soule Powdered 


Whole Lactic Acid Milk the fine curd is inherent. 


Your mothers are spared much if their own pains- 
taking preparation is replaced by your order to use 
Merrell-Soule Powdered Whole Lactic Acid milk. 


Literature and samples sent promptly upon request. 


43 it 
Laitio avid 
MERRELL-SOVLE 
Powdered Whole Lacfic Acid Milk é 
; 
izing the impor- In Canada KLIM : 
hoe KLIM and tes ob Canadian Milk Pro- a 
‘ lied products be used in ducts, Ltd., 374 Ad- sh 
infant feeding only ac- * elaide Street, West, aa 
: MERRELL-SOULE co 
SYRACUSE, N. Y. 
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NORTH CAROLINA 
THE SOLOMON CLINIC TO CON- Prizes of $250, $150 and $100 have been offered by a 


TINUE IN OPERATION North Carolina physician for the best essays on ways 
uc s affairs as es romote rofessi 
Several months ago, announcement was made usefulness and his material ‘gnod. The contest In open 
that The Solomon Clinic would be succeeded by to any reputable, regular physician in either of the 
Missionary Society. Announcement is now made cian, Essays will be submitted to Southern Medicine 
that negotiations for the purchase of the Clinic and Surgery, Charlotte, and awards will be made about 
having been abandoned, The Solomon Clinic will oe is being conducted by the Baptis 
continue under the ownership and management of women of North Carolina for funds to erect a aaa 
Dr. Leon L. Solomon. posta for Winston-Salem, to be 
nown as the nche Burrus Nurses’ le 
Corner Brook and Chestnut Streets, Louisville, atc 
Deaths 


Kentucky. Bell Phone City 675 or 676. 
Dr. William S. Anderson, Wilson, aged 82, died July 


4, of chronic myocarditis. 
Dr. G. E. Flowers, Hickory, aged 70, died August 6. 


Dr. Hubert Haywood, Raleigh, aged 72, died Aug- 


ust 9. 
W AT AUGA S ANIT ARI M Dr. Martin Edgar Lane, Pinetops, aged 34, died July 
3, of pneumonia. 
Dr. Clement L. Maples, Asheville, aged 61, died July 
Ridgetop, Tenn. 17, of tuberculosis. 
Cottage sanitarium for the treat- OKLAHOMA 
i Osage County Hospital, Pawhuska, was recently op- 
ment ened fo public. The is of every 
Loca 000 member 0 e Osage County Medica ety. 
— eal, elevation 1 feet. Dr. C. E. Barker, Oklahoma City, was appointed 
Rates reasonable. County Physician. 
Dr. Basil Hayes, Oklahoma City, has been appointed 
Physician to the Oklahoma County Hospital for Tu- 


Illustrated booklet on application. 
Wesley “Hospital, Oklahoma City, on July 20th held 


DR. W. S. RUDE, Medical Director formal opening of its new $150,000 fireproof addition. 


(Continued on page 46) 


Four Cylinder, Noiseless 


Model “N”, Heavy Duty 


Suction, Pressure and Anaesthesia 
Apparatus 


An unusually efficient machine for office or hospital use, 
possessing distinguishing advantages not to be found in 
other outfits. Of primary importance is that it is a four 
cylinder machine, two of the cylinders for suction and two 
for pressure, without inter icati between them. 
It is a heavy duty machine, equipped with a noiseless 
motor, which can be run continuously for many hours 
without overheating or losing any of its efficiency. 


OTHER FEATURES INCLUDE: 

Frees operative field of blood and Mucous during operation on Tonsils, 
Nose and Pharynx. 

Vaporizes ether for anaesthesia. Provides perfect ear massage. Sprays 
oils and other liquids. 

ae artificial hyperemia in Dr. Bier’s treatment for inflammatory 

ases. 


FOR COMPLETE DETAILS 
J. SKLAR MFG. COMPANY (Wholesale Only), 133 Floyd 8t., 
Brooklyn, N. Y. 


Gentlemen: 
Please send me folder explaining your Model “N” Suction, 


Pressure and Anaesthesia Apparatus in detail. 


Dr. 
Address 
Surgical Supply Dealer’s Name. 


SMJ-10-27 
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THE GOLD MEDAL 
COD LIVER OIL 


The Sesquicentennial Gold Medal Award Awarded at 
Philadelphia as a Recognition of the High 
Quality of 


PATCH’S 
FLAVORED 
COD LIVER OIL 


At the Sesquicentennial Exposition held in Philadelphia last year the E. L. Patch Co. 
was awarded the gold medal for “excellence of product.” 


a award is only one of the various forms of recognition which our product has 
received. 


The recognition given to our product by the medical profession, after five years of 
clinical experience, constantly reminds us of our great responsibilities. 


Here are a few reasons why Patch’s Flavored Cod Liver Oil is dependable. 

It is made in our own plants along the North Atlantic Coast from FRESH LIVERS. 

Every lot is biologically assayed. The vitamin potency is guaranteed. 

The dose is small—a half teaspoonful for children or a teaspoonful for adults three 
times a day. 

It is pleasantly flavored. Your patients will appreciate this feature. 

Let us send you a trial bottle of this “Gold Medal Cod Liver Oil.” 


Taste It! You'll Be Surprised! 


THE E. L. PATCH CO. 
BOSTON, MASS. 


The E. L. Patch Co., Stoneham 80, Boston, Mass. 


Send me a sample of Patch’s Flavored Cod Liver Oil with descriptive 
literature. 


Name 
Street and Number 
City and State 
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DRAINS 


Suprapubic, Perineal, Urethral 
Ureteral, Bile 


URETERAL 
STONE DISLODGERS 


Probang - Spiral - Balloon 


SOFT 
RUBBER CATHETERS 


Pezzer, Straight and Angle; Malecot, 
Straight and Angle; Two and Four 
Wing; Regular with One, Two, 
and Four Velvet Eyes 
COUDE AND SPECIAL MODELS 


Quality 
EYNARD = THE BEST 
(Trade Mark Registered) 
All Dealers 
C. R. BARD, Inc. 


Sole Agent for the United States 
and Canada 


79 Madison Avenue 


New York City 


STOVARSOL 


(REG, U. S, PATENT OFFICE) 


Acetylamino-oxyphenylarsonic Acid 


Indicated in Amebie Dysentery 


Accepted by Council of Pharmacy and Chemistry A. M. A. 


Distributed in bottles of 25 tablets, each tablet 0.25 grams 
May be obtained through your druggist 


Literature furnished on request 


MANUFACTURED BY 


POWERS-WEIGHTMAN-ROSENGARTEN CO. 
Philadelphia 


MERCK & CO. INC. Successors 
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Dr. Carl Puckett, Oklahoma City, formerly State 
Commissioner of Health, en made Managing 
Director of the Oklahoma Public Health Association, 

Drs. Wade H. and Frank Sisler have established a 
Bone and Joint Clinic at Tulsa. 

Dr. Walter G. Nash, Sparks, has assumed the duties 
of Health Officer of Lincoln County. 

Mrs. Edna L. Husted is the new Superintendent of 
Hospital, Altus, succeeding Sadie Mansfield, 
resigne 


SOUTH CAROLINA 


Second District Medical Society has elected Dr. W. 
H. Shealy, Leesville, tag gg r. O. P. Wise, Saluda, 
Vice-President; Dr. T. D. Dettarer, Columbia, Secre- 
tary-Treasurer. 

The Medical College of the State of South Carolina, 
Charleston, had a two-weeks’ course of study in the 
diagnosis and treatment of diseases of men, women 
and children, which began September 12. 

Dr. W. B. Ward has purchased the Fennell Infirmary 
at Rock Hill. 

At the meeting of the Ridge Medical Society, re- 
cently, it was voted unanimously to invite the Aiken 
County Medical Society to join. Dr. John G. Edwards, 
Edgefield, was elected President. 

Dr. G. R. Westrop has assumed the duties of Health 
Officer for Horry County. 

Dr. William M. Lester, Columbia, is Superintendent 
of the Children’s Hospital at the State Tuberculosis 
Sanatorium, just opened. 

An inexpensive building has been erected at Adams 
Run for a community health center to serve a large 
rural negro population. 

During August and September the State Medical 
Society conducted a campaign throughout the State 
to impress county medical societies with the im- 
portance of periodic physical examinations. 


Deaths 


Dr. Daniel A. J. Bell, McCormick, aged 67, died June 
27, of myocarditis and nephritis. 


(Continued on page 48) 


New York St. Louis 
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—action quick 

—elimination rapid 

—wide margin of 
safety 


—dosage small 


—does not irritate 


by any other concern in the’ 
world. AllyL isopropyl barbit-, 


Try 
ALLONAL 
‘Roche’ 


in place of opiates 
and the older hypnotics 
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Non-narcotic :: Quick in action 


The.widely accepted non-narcotic remedy for sleeplessness and pain-relief 


Bars inducing refreshing sleep Allonal 
alleviates pain. Because of its sedative 
action it allays apprehension, restlessness, 
fear and nervousness. It makes possible com- 
fort and rest so indispensable to well-being. 


In medical literature there is no other drug 
so extensively reported that is non-narcotic 
and yet resembles morphine so closely in 


hypnotic and analgesic properties. It has. 
been used with success in cases where. 


regular administration of morphine over 
long periods had previously been the only 
effective treatment. 


Allonal has greatly decreased the need for 
narcotics. 


:: INDICATIONS :: 


Neuritis 
Arthritis 


Try Allonal for: simple insomnia, insomnia due to 
pain, all pains of severe type, even carcinoma, 
allayi ear and nervousness before operation, 
controlling pain after operation, irritating cough at 
night time, toothache and neuralgias, severe men- 
strual pain, heat insomnia of summer. 


The Hoffmann-La Roche Chemical Works, Inc. 


Makers of Medicines of Rare Quality 


17-21 CLIFF STREET 


New YorK CITY 


7 | 
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j 
Outstanding Dosage: be 
Advantages Sedative: 
t —non-narcotic 1 tablet twice a dey: 
Simple : 
1 ‘tablet immediately. 4g 
For pain relief or | 
as insomnia due t0 pain: 
stomach, kidneys i} 4 ditions this dose. may be | 
or liver, cause con- followed by I (or 2) tab- 
y stipation or tie up 2. lets later, if full reliefhas 
‘ ; eral 4 to 6 tablets 
n —does not. depress 2 } divided over 24 hours 
the heart (SEDATIVE) ANALGESIC) {HYPNOTIC 
h or respiration . if Employ it to gain rest and 
t —no tolerance | in comms of gripe, 
even after pro-: iL “ROCHE” | fluenza, pneumonia and 
Ally isopropyl barbltee or to subdue night cough: | 
, the hypnotic constituent, 4 
 Allonal is not .marketed 1 eablet upon retiring, 
e hypnotic efficiency of barbital 
ALLONAL | 
. | 
4 
Insomnia Migraine a 
Nervousness Sea-sickness 
Excitation Cough Tabes 
Psychoses Neuralgia Carcinoma — 
Menopause Headache Alcoholism : 
Dysmenorrhea Sciatica Hiccough j 
Drug Addiction Vomiting of pregnancy 
Pre- and post-operative pain 
All acute and chronic pains 
| 
‘ 


PHYSICIAN’S OFFICE 
FURNITURE 


Mahogany, Walnut or 
Quartered Oak 


Tables, 

Chairs, 

Cabinets, 
Stands, 

, Stools, 

Etc. 


Yale Chair 


Oxford Chair 


Send for Catalog 
Sold by all Reliable Dealers 


W. D. ALLISON CO., Mfrs. 
931 No. Ala. St. 


PRINCIPAL AGENCIES: 736 S. Flower St., Los Angeles; 
110 E. 28rd St., New York; 58 E. Washington St.,Chicago 


Indianapolis 
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Dr. Hugh Rutledge Tison, Allendale, aged 45, died 
June 30, of chronic myocarditis. 

Dr. Jacob S. Wheeler, Prosperity, aged 54, died July 
8, of cardiorenal disease. 


TENNESSEE 


Physicians from Hardin, Lawrence, Wayne, Perry 
and Lewis Counties met June 28th to organize a 
county society and elected Dr. George C. Morris, Sa- 
vannah, President. 

It has been announced that the University of Ten- 
nessee College of Medicine will offer a series of post- 
graduate courses for fourteen weeks beginning Sep- 
tember 27. Ccurses will be given on otolaryngology, 
ophthalmology, roentgenology, pulmonary, tuberculosis, 
diseases primarily affecting the blood, and orthopedic 
surgery. From January 25 to May 24, 1928, the post- 
graduate courses will be on diseases of the chest, 
diseases of the heart and circulation, gastro-enter- 
ology, gynecology, obstetrics, pediatrics, dermatology 
and syphilology, and urology. 

A Tri-County Medical Society, formed by physicians 
of Hancock, Claiborne and Union Counties, was or- 
ganized recently. Dr. J. W. gg ee Fork Ridge, 
was elected President; Dr. J. Hamilton, Shawnee, 
Vice-President; Dr. M, B. “hy Tazewell, Secretary. 

Macon-Clay- Jackson Tri- County Medical Society has 
elected Dr. C. E. Reeves, President; Dr. L. R. Ander- 
son, Secretary. 

Sevier County Medical Society reorganized and 
elected Dr. Ashley Ogle, President; Dr. J. B. Delozier, 
Vice-President; Dr. S, W. Flannagin, Secretary-Treas- 
urer; Dr. C. S. Kinzer, Assistant Secretary-Treasurer. 

The Protestant Hospital, Nashville, recently opened 
a new addition for private patients. 

Dr. E. D. Watkins, Associate Editor of the Memphis 
pac Journal, has resigned. Dr. . Rychener 
and D N. McLane are his successors for Ophthal- 
and Otolaryngology, respectively. 

Mrs. R. M. Franklin is technician in ‘ihe laboratory 
of St. ‘Joseph’ s Hospital. 


(Continued on page 50) 
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Malnutrition, Marasmus, 


Infantile Atrophy, Athrepsia 


In an endeavor to improve conditions that may be properly 
grouped under the above-mentioned terms, the first thought of 
the attending physician is an immediate gain in weight, and the 
second thought is to so arrange the diet that this initial gain 
will be sustained and progressive gain be established. Every 
few ounces gained means progress not only in the upward swing 
of the weight curve, but in digestive capacity in thus clearing 
the way for an increasing intake of food material. As a starting 
point to carry out this entirely rational idea, the following 
formula is suggested: 


Mellin’s Food 8 level tablespoonfuls 
Skimmed Milk 9 fluidounces 
Water 15 ounces 


This mixture furnishes over 56 grams of carbohydrates 
in a form readily assimilated and thus quickly available for 
creating and sustaining heat and energy. The mixture supplies 
over 15 grams of proteins for depleted tissues and new growth, 
together with over 4 grams of inorganic elements which are 
necessary in all metabolic processes. These food elements are 
to be increased in quantity and in amount of intake as rapidly 
as continued improvement is shown and ability to take additional 
nourishment is indicated. Suggestions for this readjustment are 
set forth in a clear manner in a pamphlet devoted exclusively to 
the subject, which will be sent to physicians upon their request. 


Mellin’s Food Co., 177 State St., Boston, Mass. 
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REAL LIGHT 


For durability, handling and vital fea- 
tures, BRADY-LITE Medel No. 900 has 
no equal. 
The 2-inch standard attachment 1s perfect 
for head mirror work. 
The special focusing attachment provides 
a light intense and concentrated. - No fila- 
ment shadows. It delineates closely the 
work on any organ where a small light is 
desired. 

PRICES 


Model 900 with 100-watt bulb, lenses 
$28.50 


and 2-inch attachment 
With 250-watt bulb 
With special 

250-watt bulb and 2 lenses 


Van Antwerp’s 
Surgical, Hospital and Laboratory Supplies 
Mobile, Ala. 


RAD 


Portable 


3 
focusing attachment, 
37.00 
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The following appointments to the resident and in- 
tern staff have been made at St. Joseph's Hospital 
until July 1928: Dr. Thorwald D. Sandberg, Resident, 
University of Tennessee School of Medicine, Memphis: 
Dr. Edwin H. Andrews, Indiana University School of 
Medicine, Indianapolis, Indiana; Dr. Eugene E. Me- 
Kenzie, Cincinnati University College of Medicine, 
Cincinnati, Ohio; Dr. Eleanor Cook, Tulane University 
of Louisiana School of Medicine, New Orleans, Louis- 
lana, 

Dr. W. M. McCreary, Knoxville, and Dr. H. W. 
Qualls, Memphis, have been reappointed for service 
on the State Board of Medical Examiners. 

Dr. Horace M. Roberson, Pikeville, was appointed 
Health Officer for Bradley County. 

Dr. James P. Blackburn, Pulaski, was appointed 
a member of the State Board of Medical Examiners 
to succeed Dr. Fountain B. Hulme. 

Dr. A. E. Godwin has resigned as Assistant Secre- 
tary of the Vanderbilt University School of Medicine, 
Nashville. 

Dr. Charles B. Crittenden, Health Commissioner of 
Chattanooga, Dr. James A. Crabtree, Sevierville, head 
of the Bureau of Child Hygiene, and Dr. Charles E, 
Homan, Jr., head of the Outside Patient’s Clinic, ten- 
dered their resignations to the Mayor of Chattanooga, 
effective September 1. ; 

Dr. J. Hartley Harris, Memphis, and Miss Mar- 
guerite Palmer were married June 16. 


Deaths 


Dr. Lyman Harvey Chapman, Memphis, aged 40, 
died at the Baptist Hospital August 2. 

Dr. E. O. Hampson, formerly of Jackson, who was 
connected with the U. S. Veterans’ Bureau for sev- 
eral years, was found dead in his car near Jackson- 
.ville, Florida, July 20. 

Dr. George Ethel Johnson, Dayton, aged 42, died 
June 8, of injuries received in an automobile accident. 


Dr. John R. Morris, Lawrenceburg, aged 85, died 


July 26. 
Dr. George H. Price, Nashville, aged 69, died Aug- 
ust 1. 
(Continued on page 52) 


ferred. 


Careful consideration will be given inquiries concerning cases in which the use of Radium 


Telephones: 
Central 2268-2269 


RADIUM RENTAL SERVICE 


THE PHYSICIANS RADIUM ASSOCIATION of CHICAGO, Inc. 


Incorporated under the laws of Illinois, not for profit, but for the pur- 
pose of making radium available to Physicians to be used in the treat- 
ment of their patients. Radium loaned to Physicians at moderate 
rental fees, or patients may be referred to us for treatment if pre- 


THE PHYSICIANS RADIUM ASSOCIATION 


1100 Tower Bldg., 6 N. Michigan Ave. 


William L. Baum, M.D. 


Frederick Menge, M.D 


is indicated 


CHICAGO, ILL. 
Managing Director: 


Wn. L. Brown, M.D. 
BOARD OF DIRECTORS 
Wm. L. Brown, M.D. 
Walter S. Barnes, M.D. 
Louis E. Schmidt, M.D. 
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WA: Baum Co. Inc.-Originators 
and Makers Since /W6 of Bloodpressure Upparatus 6xclusively 
NEW YORK 


100 FiFTH AVENUE 


(The Safe Milk 


Ideally Adapted for the Marasmic Infant 


Pediatrists generally agree that the food given the marasmic infant must be exceptionally 
concentrated because the vigor and stomach capacity are both inadequate for the ingestion 
of large volumes of food. The food, too, must be of such a balance that it will supply the 
needed nutrients in proper proportion. The most important consideration is the selection 
of a food that is readily digestible since the digestive capacity is unquestionably subnormal. 


This combination of a concentrated food of proper balance, high caloric value, which is read- 
ily digestible and completely assimilable is available to the Pediatrician in DRYCO, the safe. 
milk in powder form. By virtue of the fact that the quantity of water may be diminished ad 
lib a concentrated diet of high caloric value may readily be obtained. The fineness and soft- 
ness of the DRYCO curd assures its maximum assimilation and absorption with a minimum 
of digestive effort. In view of its palatability marasmic infants readily adapt themselves 
to DRYCO, showing, at the same time, a marked improvement in appetite and weight. 


Clinical Data and Samples upon request. 


THE DRY MILK COMPANY 


18 Park Row New York City 
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Supplied in 10, 30 and 60 gramme 
automatic closing glass tubes. 
Also in 8 and 5 Cc. hermetically 
sealed glass tubes. 


The automatic closing tubes require 
no valve. Simply press the lever. 


Manufacturers 


FRIES BROS. 
92 Reade St., New York 


Sole distributors for the U. S. and Canada 


MERCK & CO. Inc. 
Main Office: Rahway, N. J. 


KELENE 
For Local and General 
ANESTHESIA 


October 1927 


(Continued from page 50) 
Pe. femme Louis Proudfoot, Athens, aged 69, died 
ne 
Dr. R. P. Sullivan, Cleveland, aged 60, died August 
1, following a stroke of apoplexy 
Dr. Oscar A. Todd, Atwood, aged 58, died May 31, of 
heart disease. 


TEXAS 
Dr. May Agnes Hopkins and Mr. Howard E. Reitzel, 
both of Dallas, were married July 23. 
Deaths 

Dr. E. J. Beck, Quail, aged 62, died July 12, of cere- 
bral hemorrhage. 

Dr. James Monroe Boyd, Pasadena, aged 55, died 
July * of lobar pneumonia. 

Dr. Dexter, Harwood, aged 59, died June 5, of 
heart 

Dr. William Kirksey Freeman, Denning, aged 55, 
died June 7, of heart disease and uremia 

Dr. Albert Gallatin Franklin, San Antonio, aged 54, 
died June 1, at the Walter Reed General Hospital, 
Washington, D. C., of chronic toxic myelo-encephalitis. 

Dr. Roscoe Lee Hamilton, Matador, aged 49, died 
June 15, at a hospital in Fort Bayard, New Mexico, of 
chronic pulmonary tuberculosis. 

Dr. C. P. Helms, New Boston, aged 78, died May 24, 
following a short illness. 

Dr. John Hill Holbrook, Sulphur Springs, aged 56, 
died July 7, following an operation for carcinoma of 
the 
gun - Alexander Wyatt Irwin, Fairview, aged 74, died 

un 


Dr. William, Henry Maner, Blum Hill County, aged 


r. J. M. » Richmond, El Paso, aged 59, died August 8. 
Dr. J. E. Ross, Henderson, aged 68, died May 6 at 


Dr. E. L. Sharpe, San Antonio, aged 64, died April 

17, of apoplexy. 

Dr. Shaw, aged 54, died 
March 29, at St. Joseph’s Infirmary, Houston 

Dr. J. B. Tidwell, Maud, aged 64, died ‘April 18, of 
diabetes mellitus. 

(Continued on page 54) 


methods and technique are used. 


treatment are indicated. 


radium work furnished upon request. 


Laboratories of 


Drs. Bunce, Landham and Klugh 


ATLANTA, GEORGIA 


George F. Klugh, M.D., Director, Laboratory of Clinical Pathology 
Jackson W. Landham, M.D., Director, Laboratory of Radiology (X-Ray and Radium) 


_ These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. Only stan 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 


Containers for pathological specimens and information in reference to x-ray and 


Address 


DRS. BUNCE, LANDHAM AND KLUGH 
139 Forrest Avenue, N. E., Atlanta, Ga. 


NEWA! 
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In Gastric Ulcer 


Hare and others have drawn attention to 
we the persistent presence of an excess of 
hydrochloric acid both as to percentage 


strength and quantity. 


Kalak Water helps to combat such hyper- 
acidity. It is unusually well borne and pref- 
erable to single alkalies because less apt 


KALAK WATER CO., 6 Church St., New York City 


S 


FOR COLDS OF EARLY FALL 


OFTEN the prompt relief of bronchial affections 
by means of an efficient stimulant expectorant like 
Calcreose will forestall the more serious respira- 
tory diseases. 

CALCREOSE represents all that is good in creo- 
sote with most of the unfavorable effects elim- e ol 
inated. Use it early and in sufficient dosage. et 


POWDER ::: TABLETS ::: SOLUTION ~ 
Samples of Tablets to Physicians on Request 


THE MALTBIE CHEMICAL COMPANY 


NEWARK, N. J. Manufacturers of Pharmaceutical Products 


Complete Catalogue on Request 
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Hemoglobinometer =Dare 


This instrument 
lends itself equally 
to the Pathologist in 


the Hospital and to 
the practicing 
Physician. 


The application and 
the technic of ex- 
amination are de- 


No. 1011 Type 


scribed in all works For sale by 
of Hematology and all Supply 
Clinic Diagnosis. Houses. 
Ask for descriptive circular 
RIEKER INSTRUMENT CO. 
Sole Mf 


1919-1921 Fairmount Ave. 
Philadelphia, Pa. 


HIGH POWER 


Electric Centrifuges 
Send for Cat Cn 


a INTERNATIONAL EQUIPMENT CO. 


253 Western Ave., Boston, Mass. 
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Dr. Davis J. Thomas, Lockney, aged 73, died July 
14, of pneumonia. 


VIRGINIA 


The Medical Society of Virginia will hold its next 
annual meeting at Petersburg, October 18-20. 

The Southside Medical Society held a meeting at 
—" September 13th, as guests of the McGuire 

nic. 

Dr. Stephen H. Watts, will remain at the University 
of Virginia as Professor of Surgery and Gynecology 
another year, this at the request of President Alder- 
man, pending the selection of a successor. 

Dr. Casper L. Woodbridge, a medical missionary in 
China for several years under the Southern Presby- 
terian Board, who was forced to return home several 
months ago on account of conditions in that country, 
ae located in Pulaski for the practice of his profes- 
sion. 

Dr. M. B. Jarman, since November 1, Medical Di- 
rector of the Hospital Division of the Medical College 
of Virginia, resigned August 1, and has located at Hot 
Springs, where he and his wife, formerly Dr. Jean- 
nette Morris, will be Resident Physicians to the 
Springs. Dr. William P. Thompson succeeds Dr. Jar- 
man as Medical Director. 

Dr. J. Belmont Woodson, was reappointed a member 
of the State Diseased and Crippled Children’s Hospita: 
Board for a period of seven years. 

Dr. William A. Shepherd was appointed Surgeon of 
the Richmond Fire Department, to succeed Dr. Charles 
V. Carrington, deceased. 

Dr. William P. Gilmer, after several years a medi- 
cal missionary in Korea, is visiting his parents in 
Pulaski County. Before entering the mission field he 
practiced in Clifton Forge. 

Dr. Nelson Mercer and Dr. R. E. Mitchell, Rich- 
mond, have been appointed Medical Examiners for all 
airplane pilots in the Richmond district, Dr. Mercer 


(Continued on page 56) 


CLASSIFIED ADVERTISEMENTS 


TO THE MEDICAL PROFESSION: We are filling a long 
felt want by conducting a training class teaching blood 
counts, urinalyses, sputum and feces examinations, also 
basal metabolism readings. We will gladly furnish you with 

tent office assistants trained in such laboratory pro- 


FOR SALE—Vidalia Hospital, Vidalia, Georgia, istered 
Class A Training School, fifty beds, steam heat, oa tng new 
sterilizers, frigidaires. New wing just completed, furnished 
with steel furniture. Occupies a four-acre grove with bear- 
ing pecans. Clientile from over South Georgia. Excellent 
opening for surgeon. On account of death of husband, will 
sell. Apply Mrs. Sadie Y. Thompson, Vidalia, Ga. 


SUPERINTENDENT OR BUSINESS MANAGER:  Four- 
teen years successful executive experience. Now employed. 
Would like to lease hospital on commission or salary. Can 
furnish complete organization. Bond and references fur- 
nished. Prefer health institute, would consider general hos- 
pital with future. Address G. E. B., care Journal. 


cedures as you may require. Our classes are made up of 
and clerks. 


stenographers, bookkeepers, registered nurses a 

Send us your office assistant for training. Write or tele- 

phone for full information. Dial 38-8598. John V. Mix, 
1005 Martin 


Director, Alabama Pathological Laboratory, 
Building, Birmingham, Ala. 


WANTED—Male assistant physician, single, $1800-$2000 an- 
nually with maintenance. Private hospital nervous and 
mental diseases. Address J. A. D., care Journal. 


DRUG AND ALCOHOLIC PATIENTS are humanely and 
successfully treated in Glenwood Park Sanitarium, Greens- 
boro, N. C.; reprints of articles mailed upon request. Ad- 
dress W. C. Ashworth, M.D., Owner, Greensboro, N. C. 


The Distinctive Properties of Gonosan 


Inhibits gonococcal development and minimizes its virulence. 
Aids in reducing the purulent secretion. 

Encourages normal renal activity. 

Relieves the pain and strangury and allays the irritation and 


inflammation. 
Doés not irritate the renal structure or the digestive organs. 


Prescribe GONOSAN for acute and chronic cases. 


Berry and So. 5th Streets 


Samples are at your disposal. 


RIEDEL & CO. 
Brooklyn, N. Y. 
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ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. The reputation and in- 
tegrity of the manufacturer is the physician’s only guarantee of reliability of those organotherapeutic 
products for which there is no chemical or biological assay. Every manufacturing process and all 
our products is supervised by our Analytical and Research Department. 


DESSICATED PITUITARY BODY, U.S.P. EPINEPHRIN 

CORPUS LUTEUM EPINEPHRIN AMPULES 

CORPUS LUTEUM AMPULES SOLUTION OF EPINEPHRIN (1-1000) 
PANCREATIN, U.S.P. DRIED SUPRARENALS, U.S.P. 
SOLUTION OF POST-PITUITARY DRIED THYROIDS, U.S.P. 


insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 


Manufacturers Organotherapeutic 
of "0. Products 


417-421 Canal Street, New York, N. Y. 


SOLUTION S.T. 37 


(Liquor Hexylresorcinolis, 1-1000) 


A MAJOR ADVANCE IN THE FIELD OF 
GENERAL ANTISEPSIS 
DESTROYS PATHOGENIC BACTERIA ON LESS THAN FIFTEEN SECONDS CONTACT, AND IS 


NON-TOXIC —— NON-IRRITATING —— NON-CORROSIVE 
ODORLESS —— COLORLESS —— STAINLESS 
ACTIVE IN THE PRESENCE OF ORGANIC MATTER. 


The remarkable bactericidal action of Solution S. T. 37 is due to the presence of HEXYLRESORCINOL, 
the most powerful non-toxic antiseptic known. It has over SEVENTY TIMES THE GERMICIDAL POWER 
OF PHENOL, yet, as incorporated in this solution, i: may be applied full strength in open wounds, or on 
denuded surfaces without injury or irritation. HARMLESS if accidentally swallowed. 


SOLUTION S. T. 37 has the low surface tension of 37 DYNES PER CENTIMETER, which increases the 
rate of diffusion of the germicide through the cell membrane of the organism, and materially enhances the 
germicidal action of the solution. Hence, the name, Solution S. T. 37. 


THREE AND TWELVE-OUNCE BOTTLES 


SHARP & DOHME 


BALTIMORE 
New York Chicago New Orleans St. Louis Atlanta Philadelphia Kansas City Sarf Francisco Boston 


eC 55 
ag 
7 
y 
t 
t | 
e | 
| 
y 
n 
al 
Ke 
re 
| 
ie 
er | 
of 
in 
he 
all 
er 
i 
ng 
od 
iso 
ith 
ro- « 
of 
ks. { 
le- 
ix, 
tin 
an- | 
ind 
und 
ns- 4 
Ad- | 
| 


56 SOUTHERN MEDICAL JOURNAL 


ST O R 
Binder and Abdominal Supporter 


(Patented) 


For Men, Women and Children 
For Ptosis, Hernia, Pregnancy, Obesity, 
Relaxed Sacro-Iliac Articulations, High and 
Low Operations, etc. 
Ask for 36 page Illustrated Folder 
Mail orders filled at Philadelphia only— 
within 24 hours. 
KATHERINE L. STORM, M.D., 
Originator, Patentee, Owner and Maker 
1701 Diamond St. Philadelphia 
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having charge of the eye examinations and Dr 
Mitchell the other examinations. 

Dr. Ben Randolph, Lowesville, and Miss Rache] 
Warwick McNeil, Lexington, were married June 28, a 


Deaths 


Dr. Charles Venable Carrington, Richmond, aged 60, 
died in July, of heart disease. 

Dr. Anthony B. Russell, a native of Loudon County, 
suet ‘Bb. died at his home in East Orange, New Jersey, 

uly 


WEST VIRGINIA 


The West Virginia State Medical Association is con. 
ducting negotiations for the purchase of a beautiful 
residence in Charleston for a permanent home for the - 
State Society. Necessary funds are being raised ang 
it seems probable within the next year the state head- 
quarters will be provided. 

Dr. James W. Hartigan, Morgantown, has been ap- 
pointed Superintendent of the Weston State Hospital 9 
to succeed Dr. Mortimer D. Cure. Dr. John G. Pettit, 7@ 
Superintendent of the Hopemont Tuberculosis < 
torium, has for a short time been the acting Super. 
intendent of the Weston State Hospital. 

Dr. William A. Welton, Terra Alta, has been ape 
pointed Superintendent of the Fairmont State Hog- 
pital No. 3, at Fairmont. He succeeds Dr. E. P. Shep- 
pard, who resigned to become Chief Surgeon of @ 
hospital. 

Dr. Southgate, formerly Resident Fatholas at 
the Lakeside Hospital, Cleveland, Ohio, is now Pai 
ologist and Chief Laboratory at the Ohio Valley Gen- a 

. Clayton C. E. Carson and Thompson, 
of Gassaway, were married Mi 

Dr. Chauncey B. Wright, Huntiigtes. and Miss Myra = 
Martinsburg, were married July 12, in Marting- @ 

urg. 


Deaths 


Dr. William F. Ebert, Wheeling, aged 64, died June ~ 
28, of pulmonary tuberculosis. 

Dr. Samuel Austin Pratt, Kingwood, aged 77, died] 
June 15, of pneumonia. 


LOESERS INTRAVENOUS SOLUTIONS 


CERTIFIED 


A SYMPTOMATIC TREATMENT 
OF TUBERCULOSIS 


Send for A Copy 


A clear and concise outline of the status of tuberculosis therapy 
with a new viewpoint on the pharmacology of calcium and guaiacol and 
their effect on temperature and night sweats, showing the effect to be 
similar to that produced by rest in favoring the desired quiescent state 
so essential in the treatment of tuberculosis. Reprint and clinical data 
from the official publication of the Mexican Department of Military 


A SAFE PRACTICAL 
OFFICE TECHNIC 


Medicine. 


22 WEST 26TH STREET 


Clinical Reports, Reprints, Price List, and the “Journal of Intravenous Therapy” 
will be sent to any physician on request. ; 


LOESER LABORATORY 


(NEW YORK INTRAVENOUS LABORATORY) 


Producing ethical intravenous solutions for the medical profession exclusively. 


NEW YORK, N. Y. 
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How MEADS Casec 
can 
cases ot Nutntional 


Disturbance 
the Breast fed 


Infant. 


Proton GING the duration of breast feeding in 
infancy is ‘‘a consummation devoutly to be wished.” 
Many minor nutritional disturbances in breast-fed 
infants are often tov willingly accepted by the mother 
as an excuse for the frequently heard remark, ‘“‘My 
milk doesn’t seem to agree with the baby.” 


Upon the appearance of loose, greenish stools in the breast 
fed, Mead’s Casec will usually be found helpful in correcting 
the condition. In such cases it has been found by physicians 
that an ounce of the proper mixture of Casec and water, 
given before each breast feeding, will usually correct this 
disturbance in a short time. 


Samples and Literature Sent on Request 


THE MEAD POLICY 


Mead's infant diet materials are advertised only to physicians. 

No feeding directions accompany trade packages. Information in re- 

ard to feeding is supplied tothe mother by written instructions 

} her doctor, who changes the feedings from time to time to meet 

the nutritional requirements of the growing infant. Literature 
furnished only to 


MEAD JOHNSON & COMPANY 


EVANSVILLE, INDIANA 


JOHNSON, 
| 
5) | 
Q - 
3 
| 
= 


\CAK 


ADRENALIN 


[The Parke, Davis & Co. Brand of Epinephrin, N. N. R.] 


The First Hormone 


VER a quarter of a century ago Adrenalin was 

discovered in the House of Parke, Davis & 
Company, and shortly afterward Solution Adren- 
alin Chloride was introduced to the medical pro- 
fession. During the years that followed, when 
Adrenalin occupied the field alone, there was de- 
veloped the greater part of the laboratory research 
and clinical experience on which the present knowl- 
edge of the chemistry, physiology and therapy of 
epinephrin is based. 

These impressive facts have taught clinicians the 
wisdom of insisting on getting the original product, 
now that there are many other epinephrin prepara- 
tions on the market. The one “Adrenalin” 
on orders or prescriptions will secure the genuine 
Solution Adrenalin Chloride, P. D. & Co. No 
other preparation of epinephrin can be properly 
called Adrenalin. 


Write for the new edition of our booklet, 
Adrenalin in Medicine’’ 


Parke, Davis & COMPANY 
DETROIT, MICHIGAN 


ADRENALIN (EPINEPHRIN, PD co.) 18 INCLUDED IN N. N. R. BY THE COUNCIL ON CHEMISTRY AND PHARMACY OP THE 
AMERICAN MEDICAL ASSOCIATION 
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